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II. False Dizziness 


2. Inability to Walk 
a Straight Line 


1. Romberg’s Sign 


The patient stands with his 
feet together and his eyes 
closed. Inability to maintain 
equilibrium may indicate lo- 
comotor ataxia or sclerosis of 
the posterior columns of the 
spinal cord (tabes dorsalis). 


False dizziness is a sensation of sinking or 
lightheadedness which is often of psycho- 
genic origin. It should be distinguished from 
true “dizziness” or vertigo! in which there is 
a definite whirling, moving sensation. 

Unsteadiness, lightheadedness and similar 
manifestations of false dizziness? may be psy- 
chogenic or the result of arteriosclerosis, hy- 
poglycemia, drug sensitivity and general 
metabolic disturbances such as anemia and 
malnutrition. Hypertension is often the cause 
of these symptoms. 

Psychogenic dizziness probably originates 
at the highest brain centers. It may be de- 
scribed as a sense of uncertainty with occa- 
sional mild lurching but not to the point of 
falling. In these patients there is no nausea, 
no disturbance of vestibular pathways and 
otologic and neurologic examinations are 
negative. The sensation is unaffected by head 
movement. Symptoms usually disappear? 
with complete rest. 
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3. Inability to Stand on 
One Foot 


A patient's inability to stand 
on one foot without lurching 
may be a helpful test in dis- 
tinguishing between “dizzi- 
ness” which is purely psycho- 
genic and that which is of 
organic origin, 


Dramamine® has been found highly 
effective in many of the conditions already 
mentioned. Maintenance therapy with Dra- 
mamine will often keep the patient from 
becoming incapacitated by his condition. 

Dramamine is also a standard for the man- 
agement of motion sickness and is useful for 
relief of nausea and vomiting of fenestration 

rocedures and radiation sickness and for re- 
ief of “true dizziness” of other disorders. 

Dramamine (brand of dimenhydrinate) is 
supplied in tablets (SO mg.) and liquid (12.5 
mg. in each 4 cc.). G. D. Searle & Co., Re- 
search in the Service of Medicine. 

1. Swartout, R., III, and Gunther, K.: “Dizziness:” Vertigo 

and Syncope, GP 8:35 (Nov.) 1953. 


2. DeWeese, D. D.: Symposium: Medical Management of 
Dizziness. The Importance of Accurate Diagnosis, Tr. Am. 
Acad. Ophth. 58:694 (Sept.-Oct.) 1954. 


3. Kunkle, E. C.: Central Causes of Vertigo, J. South Caro- 


lina M. A. 50:161 (June) 1954. 
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The American Academy of General Practice is a national 
association of physicians engaged in the general practice of 
medicine and surgery. It is dedicated to the belief that gen- 
eral practice is the keystone of American medicine, and to 
the convict that cc g study is the basis of sound 
general practice. It is the role of GP, official publication of 
the Academy, to provide constantly the best postgraduate 
literature in all phases of general practice in its scientific 
section. In other regular departments it carries articles and 
Official reports pertinent to the work of the Academy's fifteen 
standing committees. 
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these and other timely and in ive ar- 
ticles scheduled to appear in coming issues. 


The Treatment of Hepatic Insufficiency, Acute and 
Chronic. Hucu D. Bennett, M.p. and Joun H, 
Moyer, M.D. Specific treatments are almost totally 
lacking in diseases of the liver. Hi r, a rational 
approach can be based upon the known disturb- 
ances of function. 
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patient’s personal reaction to his functional loss, 
and environmental influences on his adjustment. 

The Advisability of Early Surgery in Mitral Stenosis. 
Houck E. Borron, M.D. and Drypen P. Morse, 
M.D. A diagnosis of mitral stenosis implies a 
decision—when to operate and when not to operate. 
This essay analyzes the factors that determined 
operative risk in 1,000 operated patients. 

Anesthesia for Tonsillectomy. Max S. Sapove, m.p. 
and Gorpon M. Wyant, uv. The anesthetic 
management of tonsillectomy is hazardous, both in 
children and in adults. Drs. Sadove and Wyant 
offer useful suggestions for avoiding the relatively 
high morbidity and mortality associated with this 
**minor’’ operation. 
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SECRETARY'S NEWSLETTER 


SEPTEMBER, 1956 


Significant Events 


State Societies » Physicians who attended the AMA's July 28-29 conference 

Will Set Fees in Chicago were impressed by the Defense Department's 
expressed desire to cooperate with a special advisory 
committee established under provisions of the $76 million 
Military Dependents’ Medical Care Act. Drs. Malcom E. 
Phelps, El Reno, Okla., the Academy's president-elect, and 
Francis T. Hodges, San Francisco, Calif., chairman of the 
Committee on Voluntary Prepaid Medical Care, represent the 
Academy on the top-level advisory committee. They were 
nominated by the Board in June and subsequently appointed by 
the Department of Defense. Board Chairman Fount Richardson, 
Fayetteville, Ark., also attended the AMA conference. 

The recently signed bill will provide medical and surgical 
care not formerly available to dependents who could not 
utilize existing military installation facilities. These 
dependents may now be treated, at government expense, by 
civilian physicians. 

As _ these lines were written, the shocking news of Dr. 
Hodges' death reached us; he died following a swimming pool 
accident. Ironically, Dr. Hodges last year received a 
$1,000 GP award for an article entitled "Swimming Pool 
Injuries." His passing is a great loss not only to the 
Academy but to the important movement of prepaid medical 
care (he was vice president of the Blue Shield Commission) 
and to all American medicine. Dr. Hodges has been a member 
of the Congress of Delegates almost since its first session 
and has filled many important Academy posts. 


Conference Reaches The following key conclusions were reached at the Chica 
Key Conclusions conference: (1) Fees will not be set on a national level 

but will be set by each state society; (2) The Department of 
Defense will accept any reasonable fee; (3) Physicians must 
accept the established fee without an additional charge; 
(4) Fee conflicts will be arbitrated by a local physician 
grievance committee; (5) The government will not pay for 
elective procedures or for the treatment of chronic illness; 
and (6) The program will be launched December 8. GP's medi- 
cal editor, a member of the AMA Board of Trustees and on its 
special committee on medical care for military dependents, 
conducted a major portion of the meeting. He reported on 
previous committee conferences with the Defense Department. 


Members and Guests ™ Several hundred members and guests of the Academy toured 
Tour New Building %2¢ new headquarters building prior to and following the 
september 1 dedication ceremony. A deluge of flowers and 
more than 100 congratulatory messages added color and 
emphasis to the one-day program. Members from almost every 
state chapter attended the formal function and the 
September 2 State Officers' Conference. A report on the 
conference will appear in the October issue of GP. 
Academy President J. S. DeTar, Milan, Mich., presided at 
the dedication ceremony. AMA President Dwight H. Murray, a 
member of the Academy, pointed out that the building symbol- 
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Veto Drive Fails; 
Ike Signs HR 7225 


Eisenhower Names 
New USPHS Chief 


New Group Plan 
Proves Popular 


Scientific Assembly 
Program Complete 


izes a new era in general practice. Kansas City's rotund 
mayor, the affable H. Roe Bartle, said that the headquarters 
building is a handsome addition to the metropolitan area's 
new cultural center. 


> During the ceremony, Board Chairman Fount Richardson 
resented a plaque to the Building Fund Committee. The 

plaque, accepted by Committee Chairman John R. Fowler, 

— Mass., will be placed in the building's first-floor 
oyer. 

Guided tours gave members and guests an o rtunity to 
learn construction details and watch the staff work on 
routine and special assignments. Visitors were 
impressed by the magnitude and scope of the headquarters 
office operation. 

Following the dedication ceremony, the group attended a 


banquet, sponsored by Wyeth Laboratories, in the Colonial 
Ballroom of the Hotel Muehlebach. 


> As predicted here last month, President Eisenhower failed 
to veto HR 7225. in an atypically insipid statement, the 
President said that certain objectionable provisions of the 
bill had been "modified and improved." 

Senate Majority Leader Lyndon B. Johnson (D—Tex.), an 
outspoken parliamentary strategist, gave his_colleagues 90 
minutes to discuss and vote on a bill passed by the House 
more than 14 months ago. Congress then adjourned. 

~ Vote—conscious senators chose to ignore expert testimony 
and the recommendations of their own Finance Committee. 
They were again scared by labor and other welfare pressure 
groups. The President obviously shared their phobic 
trepidation. 

The 85th Congress will convene January 7, 1957. Look for 
laborites, welfarites and the morally indigent to renew 
their national compulsory health insurance campaign. 


> Following his August 3 appointment by the President, Dr. 
Leroy E. Burney, Alexandria, Va., started a four-year term 
as Surgeon General of the U. S. Public Health Service. 


Burney succeeds Dr. Leonard Scheele who resigned August 1. 

A former Indiana State Heaith Commissioner, Burney has 
been Assistant Surgeon General since 1954. In 1937, he 
established the first mobile venereal disease clinic in 
Brunswick, Ga. The eighth person to hold the office of Sur- 


geon General, Burney has been active in public health during 
his entire professional career. 


> The Academy's unique Practice Overhead Insurance Plan is 
apparently "just what the doctor ordered." If only 4,000 
more applications are received, the insurance company will 
waive medical selection and accept all who enroll. 

The plan, an Academy first, helps pay office overhead 
expenses (see "Secretary's Newsletter," GP, May, 1956). 
Tax deductible premiums guarantee disabled participants up 
to $1,000 a month. The practice overhead coverage policy 
lets other time loss plans provide a steady income. 


> The Academy's Committee on Scientific Assembly recently 
announced that the 1957 Annual Assembly lecture program is 
complete. Committee Chairman Robert F. Purtell, Milwaukee, 
Wis., says the socioeconomic and wife—appeal subjects 

that have characterized the Monday afternoon session have 
been replaced by an afternoon devoted to maternal and 
neonatal mortality studies. Other scheduled scientific 
subjects include pediatrics, surgery, cardiology, proc- 
tology, laboratory techniques, headaches and orthopedics. 
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The Rev. Das Kelley Barnett, Th.D., is the author of the provocative 
article “Religion and Medicine—Allies or Adversaries?”’. He received an A.B. 
degree from Hardin-Simmons University, Abilene, Tex., his Th.D. from the 
Southern Baptist Theological Seminary, Austin, and his Ph.D. from Yale 
University, New Haven, Conn. Dr. Barnett, well remembered for his address at 
this year’s Scientific Assembly, is associate professor of Christian Ethics at 
of Marriage and Morals under the Canterbury Bible Chair at the University of 
Texas, Austin. 


Oscar Creech, Jr., M.D. collaborated with Drs. Michael E. DeBakey and 
Denton A. Cooley in preparing ‘The Diagnosis and Treatment of Dissecting 
Aneurysm of the Aorta,” the third in a series of 12 articles from Baylor 
University College of Medicine, Houston, for GP’s “Practical Therapeutics” 
section. Dr. Creech and his colleagues have had extensive experience with con- 
genital and acquired diseases of the aorta and were the first to successfully treat 
dissecting aneurysm of the aorta by surgical means. Time magazine recently 
carried an account of the strides that have been made by the Creech-DeBakey- 


Cooley team. 


W. E. Henrickson, M.D., who is engaged in the general practice of medicine 
in Poplar Bluff, Mo., is co-owner of the Poplar Bluff Hospital and Henrickson 
Clinic, Inc., and founder of the Pediatric Department of that hospital. The article, 
"Doctor, Do You Believe in Worms?”, that appears in this issue, marks Dr. 
Henrickson’s fourth contribution to GP. A graduate of St. Louis University 
School of Medicine, he is a member of the board of directors of the Missouri 
chapter of the American Academy of General Practice, and a member of the New 
York Academy of Science. During World War II, Dr. Henrickson served six 


years with the U.S. Navy. 


Edward W. McCormick, M.D., born and educated in Scotland (he received 
his M.D. degree from Glasgow University in 1935), now resides in Agnew, Calif. 
He practiced general medicine in London for 15 years, and at the age of 45, 
came to California and served a one-year rotating internship at St. Luke’s 
Hospital in San Francisco. In 1953, GP published Dr. McCormick’s article on 
the use of phenylbutazone in 100 cases of nonarticular rheumatism. In this 
issue, Academy Member McCormick again brings us ‘*Phenylbutazone in Non- 
articular Rheumatism’—this time a report of his results in a second series of 


100 patients. 


Walter W. Sackett, Jr., M.D., an active Academy member from Miami, Fla. 
(he has been a delegate to the AAGP Congress of Delegates since the founding 
of the Florida chapter), is chief of the General Practice Sections at the Dade 
County Hospital and Variety Children’s Hospital. A pioneer in the early intro- 
duction of solid foods in the infant diet, Dr. Sackett’s article is appropriately 
entitled the ‘‘Use of Solid Foods Early in Infancy.” A long-time delegate from 
his county society to the Florida Medical Association, he is now president-elect 
of the Dade County Medical Association. Dr. Sackett has been engaged in the 
general practice of medicine in Miami since 1941. 
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LETTERS FROM OUR READERS 


Unsigned letters to the publishers or the editors are ignored. However, the anonymity 
of authors of letters published in this department will be preserved upon request. 


Can't Blame It on the Weather 


Dear Sirs: 

I refer to the second item in the “Secretary’s Newsletter” 
in the July GP. You were very generous in stating that a 
heat wave may have been responsible for the discouraging 
attendance at the annual meeting of the AMA. The weather, 
however, played no part in the plans of physicians except 
possibly a few in the immediate vicinity. 

The truth of the matter is that the meetings have become 
so large and highbrow and scattered about from hotel to 
hotel as to be of little value to the practicing physician. The 
technical exhibit resembles a carnival midway rather than a 
medical convention. The aisles are crowded with romping 
children and crowds gathered about the many booths dis- 
pensing pop, coffee, orange juice, etc. 

In contrast, the annual meetings of the AAGP are orderly, 
quiet and the physicians are earnest and able to attend all 
that goes on under one roof. The meeting last March in 
Washington was a pleasure to attend as well as profitable 
judging from the ideas carried back to a hometown practice. 

The above criticism does not apply to the clinical session 
of the AMA as it is a different type of meeting, but the big 
meeting which is a sounding board for the research men 
and the super specialists is of little value to the practical 
physician. 

NaME WITHHELD ON REQUEST 


A Reason for Smiling? 


Dear Sirs: 

Dr. Dwight H. Murray, the new president of the AMA, 
recenily stated (page 98, June 1956, Medical Economics) 
“that GP is a monthly journal that, in my opinion, is far 
superior to any of its specialty companions.” I heartily 
agree with him. 
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I was disgusted, however, when leafing through the June 
issue of GP to find the full page advertisement for Triva 
“The Modern Treatment for all 3 Types of Vaginitis” 
(Boyle and Company, Bell Gardens, Calif.) on page 187. 
The use of the world’s most famous painting, Leonardo da 
Vinci’s ‘Mona Lisa” as an advertisement for a vaginal 
douche is in extremely poor taste. I don’t think that GP 
should accept this type of advertising. 

Paut G. FUERSTNER, M.D. 
San Francisco, Calif. 


The famous and fabulous Morris Fishbein, on the other 
hand, thought so well of the ad that he used it to illustrate a 
significant address before the Midwest Pharmaceutical Adver- 
tising Club during the June meeting of the AMA in Chicago 
and—incidentally to pay a high accolade to GP.—PuBLisHER 


Undressed Wounds 


Dear Dr. Hussey: 

This particular item is written with reference to the 
editorial entitled “Undressed Surgical Wounds” on page 70 
of the June GP. 

In 1948, while doing postgraduate studies in Cook County 
Hospital under an intensive course in gynecology, I ran 
across the solution for dressings of postoperative wounds. 
At that time the work had been carried out several years 
with great success in the Cook County Hospital by those 
professors who were teaching us in that particular course. 

Since 1948, in St. Catharines General Hospital, Ontario, 
Canada, I have been allowing all abdominal postoperative 
wounds to remain undressed immediately following oper- 
ation. The only addition which I find useful may be briefly 
outlined as follows: 

As soon as the operation is finished, the nurse now knows 
that I wash the abdomen and the abdominal edges free of blood 
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by dissolving blood contents with hydrogen peroxide, usually 
6 volumes per cent. In this fashion, the media of growth for 
bacteria is removed. Nature quickly closes over, with a fine 
serum agglutination, the wound margins. 

In an article written in 1954 which you were kind enough 
to publish, I discussed the values of using hydrogen peroxide 
asa method of decontaminating and cleansing wounds with- 
out using the brisk brushing which I was taught as a student 
to use. 

This method holds great merit in postoperative incisions. 
It was passed along to my teachers in Chicago in 1950 after 
[had been using their method from 1948 on. They have ac- 
cepted it, and I know that it is being used in Cook County 
Hospital frequently by those who taught me the method of 
uncovering wounds. 

I can state that in more than 500 cases, there have been 
so few postoperative infections that they are almost negligi- 
ble both in amount and severity. Without question the cor- 
rect approach in dealing with wounds is to leave them com- 
pletely uncovered and to remember a good adage: 

“Nature is always on the side of the doctor.” 

Max ALEXANDROFF, M.D. 
St. Catharines 
Ontario, Canada 


Social Security Booster 


Dear Sirs: 

In all letters published to date regarding full social secu- 
tity coverage for the medical profession, a number of facts 
have been overlooked. 

Social security payroll deductions, started about 1935, 
were to provide a minimum retirement for those employed in 
industry who before this time were unable to save for any re- 
tirement because of their low income. It was based not on 
any health standards but on the financial income of the work- 
ers. Those below a minimum were not included and deduc- 
tions were made only on the first $3,600 annual income. 
Payments were not made on any salaries above this amount 
so all officers and higher-paid employees were included. No 
physical requirements were imposed and none have been 
since so the system is based on financial income and not on 
health as in private insurance retirement plans. This way, 
those who could not ordinarily get regular or rated-up life 
and health insurance are protected. In addition, protection 
is given surviving widows and dependents and certain death 
claims met. 

Since 1935, more groups have been added to social secu- 
rity coverage and now all employed groups will be covered 
except some doctors of medicine. Health groups, such as 
chiropractors, osteopaths, dentists, nurses, etc., will be 
covered and even some of the medical profession—those on 
the teaching faculties of medical schools, full- or part-time 
employees of hospitals, such as pathologists, roentgenol- 
ogists and medical directors, officers of medical societies 
who are on salary and salaried members of all clinics and 
group practices and full- or part-time industrial physicians. 

Belic that a physician can provide similar protection 
private!y at less cost is incorrect as all such insurance plans 
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require good health sufficient to meet the rules of the in- 
suring company. Analysis of the deaths of physicians as re- 
ported in the Journal of the American Medical Association 
shows 8 to 10 per cent of physicians die before reaching age 
50, 33 per cent by age 65, and 25 to 28 per cent more be- 
tween 65 and 75. While 33 per cent of the country’s physi- 
cians will die and never receive any social security benefits, 
their dependents would. Also up to 65 there are many 
health casualties which do not cause death but do leave 
moderate to severe limitations on earning power. These 
physicians are unable to add more life insurance protection 
and very often have their existing health policies canceled 
or restricted and are unable to protect adequately their 
dependents and themselves for old age. 

Older physicians practicing in the 10’s, 20’s and early 
30’s felt that a moderate amount of life insurance was ade- 
quate. They have seen the purchasing power of their endow- 
ment policies shrink with each wave of yearly inflation since 
1940 and have found the fixed return provided by their safe 
investments in life insurance, bonds, bank savings and an- 
nuities remain the same with no adjustment for inflation. 
Social security’s monthly return to these physicians past 65 
would not be charity, just a compensating return for the 
ravages to their income and estate by inflation. 

We must also remember that only 15 per cent of those 
over 65 have over $2,000 per year income and some physi- 
cians fall below this level. Many physicians between 65 and 
74 who were still working, according to the 1952 poll, were 
doing so only because their incomes would not permit them 
to retire. 

The courts have held social security to be legal and it is 
supported by the members of the American Bar Association, 
the banking and insurance professions and the clergy. Now 
is the time for our medical association officers to see that all 
physicians are added to social security. 

GeorcE E. FLANAGAN, M.D. 
Myerstown, Pa. 


Matter of Relative Merits 


Dear Sirs: 

Dr. Critchfield’s comments in “Yours Truly” (GP, May, 
1956) are interesting and constructive. It is encouraging to 
know that a family doctor-to-be believes in such high 
standards for Academy membership. 

Perhaps I can give him a little background information, 
which may explain some aspects of the present requirements 
which seem to worry him. First of all, I agree with him that 
two years of surgical residency is not the proper training for 
general practice; but expectations of greater hospital priv- 
ileges are probably motivating factors in some cases. Another 
reason that some doctors advise such training is that until 
recently, general practice residencies were of such varying 
quality (from excellent to miserable), that it was risky recom- 
mending a particular residency-unless you actually prac- 
ticed in the hospital. 

This is changing, thanks te the year-old joint Residency 
Review Committee for General Practice. The committee, of 
which I am a member, has revised the “Essentials of Ap- 
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proved Residencies in General Practice” and is earnestly 
working to make good programs even better and to prune 
the undesirable ones from the approved list. Everyone must 
realize, of course, that this takes time; and it takes even 
longer for doctors in general to become aware of the over- 
all improvement in the residencies. 

Regarding the relative merits of residency and practice, 
[agree with Dr. Critchfield. Two years of practice should 
be “worth” no more than one year of residency training in 
fulfilling admission requirements to the Academy. I wish to 
point out, however, that it was only a year ago that any pre- 
mium was placed on time spent in a residency. I wrote the 
proposed change to the By-Laws which was introduced to 
the Academy’s Congress of Delegates by the Tennessee 
delegation in March, 1955. It stipulated that the third al- 
ternative would be four years of general practice following 
one-year’s internship. It was, in all other respects, identical 
with the change actually passed by the Congress. While I 
would have preferred a four-year practice requirement (for 
an applicant who had no residency training), I am pleased 
with the rule as it now stands. I hope that eventually 
enough good general practice residencies will be available 
so that every graduate who wishes to become a general prac- 
titioner can take at least one year’s training after the intern- 
ship. That.is not the situation now. 

While I already agree that a year of residency is as val- 
uable as Dr. Critchfield claims, I would like to accept his 
invitation to be convinced that ‘‘one such program” is so 


Iam sure the Academy will welcome any further thought- 
ful comments from Dr. Critchfield as a resident and later, 
I hope, as one of its members. 
Louis F. RitretMeYER, JR., M.D. 
Associate Professor 

University of Mississippi 

Jackson, Miss. 


Spirit of Code Followed 
Dear Mr. Cahal: 


I have been wanting to write you for several weeks con- 
cerning your “code” of fair practices for relations between 
exhibitors and/or sponsors of Academy functions. 

We at Wisconsin have thought hard and long about the 
problems involved and have come to a very similar con- 
clusion about governing our own meetings. I cannot speak 
for the board of directors here, but I personally want to 
commend the national office for this helpful code which, as 
far as I am concerned, is a wise and just one. 

Our summer symposium was arranged for some time be- 
fore your code was released and there is one minor techni- 
cality of your code which is not being followed, but the en- 
tire spirit of the code is, because we had reached conclusions 
similar to yours. I shall see that our board of directors is 
informed of the code at its next meeting. 

Rosert A. Durour 
Executive Secretary 
Wisconsin Academy of General Practice 
Milwaukee, Wis. 
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Surinam, Study Haven 


Dear Sirs: 

Physicians interested in tropical disease may not know 
that within a few hours of Miami is one of the most unusual 
regions for the study of such disease. 

Surinam, formerly Dutch Guiana, is a hospitable little 
country on the northern coast of South America. Its in- 
habitants include Hindustani, Bushnegroe, Amerindiana, 
Indonesians, Europeans and Americans. Many of these peo- 
ple maintain the distinctive and colorful garments of their 
native lands and also the customs. They are very friendly. 
Because of the well-organized system of government, medi- 
cal care and hospital, one may visit patients in the capital, 
Paramaribo, and in the jungle hospitals with little effort, 
by automobile, diesel car or boat. 

Leprosy, malaria, schistosomiasis, yaws—practically 
every type of tropical disease can be found. 

Surinam is an interesting country to visit and a perfect 
spot for taking pictures. The Commissioner of Health, 
Surgeons General and Director of Public Health are very 
cooperative with visiting physicians. My wife and [ spent 
some time there in February, 1956. We were asked to invite 
other American physicians. 


L. GorreELt, M.v. 
Clarion, Ia. 
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When Soap is Contraindicated 


Cleanse Sensitive Skin 
Effectively without Irritation 


Acidolate’ 


a non-lathering sulfated oil detergent, is the 
hypoallergenic skin cleanser of choice when a 
liquid emulsifying agent of low surface 

tension is required. It is an excellent cleansing 
agent in acne vulgaris, for removal of ointment 
and greases from the skin, hair or wounds, 
and as a shampoo for ringworm of the scalp. 


Supplied: 8 fluid ounce and | gallon bottles. 


Dermolate® 


“Milder than the mildest castile,” a 
nonirritating detergent in cake form, is an 
ideal cleanser where even the mildest soap is 
poorly tolerated. It is ideally suited for 
routine use as a hypoallergenic skin cleanser; 
especially recommended for normal skin care 
of infants and young children. 


Supplied: 4 ounce cakes. 


Terjolate’ 


a household cleanser designed for use with 
Acidolate and Dermolate, is neither irritating 
nor sensitizing—it is an unusually effective 
cleanser for all household purposes. 


Supplied: 8 and 16 fluid ounce and 
1 gallon bottles. 


WHITE LABORATORIES, INC. 


KENILWORTH, N. J. 
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Artane 


HYDROCHLORIDE 
Trihexyphenidy! HCI tederie 


effective over long periods 


ArTaANE is a strong antispasmodic, effective in all 
three types of Parkinsonism—Postencephalitic, Ar- 
teriosclerotic, and Idiopathic. Unlike certain other 
such drugs, it does not lose effectiveness when given 
over long periods. It is usually well tolerated, and has 
no deleterious effect on bone marrow function. 


ARTANE is supplied in 2 mg. and 5 mg. tablets, and 
as an elixir containing 2 mg. per teaspoonful (4 cc.) 
Dosage: 1 mg. the first day, gradually increased, 
according to response, to 6 mg. to 10 mg. daily. 


> LEDERLE LABORATORIES DIVISION 
american Cyanamid compar PEARL RIVER, NEW YORK 
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PERSONALITIES 


IN THE MEDICAL NEWS 


Senator Walter F. George 
A Swan Song 


VETERAN SENATOR WALTER F. GeorGeE, who believes that doctors 
are asking for socialized medicine, delivered a heart-rending swan 
song that presumably helped social welfarites win a 47-75 victory 
for HR 7225 and OASI cash disability benefits. Momentarily doff- 
ing his conservative mantle, the aging politician accused the pro- 
fession of making “‘trifling objections” to the controversial, billion- 
dollar-a-year bill. Walter George had held his Senate seat since 
1922. He was president pro tempore of that body, chairman of the 
Senate Foreign Relations Committee and ranking member of the 
Senate Finance Committee. In 1938, the late President Roosevelt 
appealed to the voters of Georgia not to return Senator George to 
the Senate. He was promptly elected by an overwhelming major- 
ity. George represented the Senate as a conferee on all important 
tax legislation, social security and veterans’ legislation. In 1928, he 
was the Peach State choice for President of the United States at 
the Democratic National Convention. 


Frank Berry, M.D. 
A New Law 


Dr. Frank Berry, assistant secretary of defense for health and 
medical affairs, has appointed a top-level advisory committee to 
help direct the new Military Dependents’ Medical Care law. Two 
Academy members, Drs. Malcom E. Phelps, El Reno, Okla., and 
Francis T. Hodges, San Francisco, Calif., have been named to the 
committee. The new law, for the first time, gives the government 
statutory authority to provide medical care for dependents of all 
servicemen. The program is designed to further encourage mili- 
tary careers. Dr. Berry was nominated to his Defense Department 
position in January, 1954, and has initiated several new programs, 
including the career incentive bill for military doctors and Medical 
Education for National Defense. He began practicing medicine in 
1921 and was formerly director of the First Surgical and Chest 
Surgical Division of Bellevue Hospital. Dr. Berry served with dis- 
tinction in World War I and World War II, retiring from the 
active reserve in 1952 with the rank of brigadier general. 
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Leroy E. Burney, M.D. 
A New Surgeon General 


Dr. Leroy E. Burney, Alexandria, Va., was appointed 


surgeon general of the U.S. Public Health Service on 
August 3, 1956. Succeeding Dr. Leonard Scheele who 
resigned August 1 to to become president of Warner- 
Chilcott Laboratories, he is the eighth person to hold 
the office. Dr. Burney, since 1954, had been assistant 
surgeon general and deputy chief of the Bureau of 
State Services in the Public Health Service. His recent 
appointment is subject to confirmation by the Senate. 
Dr. Burney was born at Burney, Ind., and educated at 
Butler University, the University of Indiana and Johns 
Hopkins University. He interned at the United States 
Marine Hospital, Chicago, and was commissioned in 
the Regular Corps of the Public Health Service in 1932. 
Dr. Burney established the first mobile venereal disease 
clinic service in Brunswick, Ga., 1937-1939. He was 
assistant chief of the Division of States Relations, Public 
Health Service, Washington, D.C., 1943-1944; de- 
tailed to the Navy for five months in 1944 and was sent 
overseas by the War Shipping Administration to help 
eradicate communicable diseases in Mediterranean 
ports. In 1945, he was detailed to the post of secretary 
and state health commissioner of the Indiana State 
Board of Health. The new surgeon general is past 
president of State and Territorial Health Officers and 
a founder and trustee of the American Board of Pre- 
ventive Medicine. 
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On the Calendar 


Academy chapter meetings and postgraduate courses, as 
well as other medical meetings in which general practi- 
tioners will have an interest, will appear here monthly. 


*Classified by the Commission on Education as accept- 
able for postgraduate study credits under Category 1. 


*Sept. 14-15. Georgia chapter and the Georgia Heart 
Association, meetirg, Savannah. 

*Sept. 15-19. Texas chapter, seventh annual meeting, 
Shamrock-Hilton Hotel, Houston. 

*Sept. 16-18. Wisconsin chapter, eighth annual meeting, 
Milwaukee Auditorium, Milwaukee. 

*Sept. 17-21. University of Pennsylvania, course on 
current concepts in medical and surgical practice, 
Philadelphia. 

*Sept. 19. Kentucky chapter, general practice section of 
the Kentucky State Medical Association, Louisville. 

*Sept. 19-20. Mississippi chapter, eighth annual meeting, 
Heidelberg Hotel, Jackson. 

*Sept. 19-20. Ohie chapter, ninth annual scientific meet- 
ing, Veterans Memorial Building, Columbus. 

*Sept. 19-20. University of: Buffalo, course in recent ad- 

vances in chest diseases, Buffalo, N.Y. 

*Sept. 20. Nebraska chapter, annual meeting, Grand Island. 
“Sept, 20-22. idaho chapter, fourth annual meeting, Civic 
Auditorium or Hotel Bonneville, idaho Falls. 
*Sept. 25—Oct. 30. Delaware County (Pennsylvania) chap- 
ter, course in modern treatment of diabetes, Tuesdays, 

Delaware County Hospital, Drexel Hill. 

*Sept. 26. Massachusetts chapter, fall clinical meeting and 
annual meeting, Hotel Statler, Boston. 

*Sept. 26. Delaware chapter, course in cardiology, Wil- 
mington General Hospital, Wilmington. 

Sept. 26-28. Mississippi Valley Medical Society, annual 
meeting, dedicated to general practitioners, Hotel 
Morrison, Chicago. 

*Sept. 29. Vermont chapter, sixth annual meeting, Went- 
worth by the Sea, Portsmouth. 

, Oct. 1-5, Public Health Service, course on the clini- 
cal and community approach to diabetes, Boston. 

*Oct. 3. Delaware chapter, course on respiratory diseases, 
Wilmington General Hospital, Wilmington. 

*Oct. 3-4. University of Buffalo, course in the evaluation 
of the newer drugs, Buffalo, N.Y. 

*Oct. 4. Hahnemann Medical College, course in car- 
diology, Philadelphia, Pa. 

*Oct. 7-9. North Carolina chapter, annyal meeting, Sir 
Walter Hotel, Raleigh. 

*Oct. 8-11. Wisconsin chapfer et al., clinical teaching 
and lectures on pediatrics, cardiology, obstetrics and 
proctology directed to generalists, Green Bay, Mar- 
inette, Wis.; Menomonee, Mich.; Wausau, Wis. 

Oct. 8-12. American College of Surgeons, 42nd annual 
clinical congress, San Francisco. 

*Oct. 9-11. Levisiana chapter, 10th annual scientific meet- 
int, Jung Hotel, New Orleans. 

Oct. 9-15. World Medical Association, annual general 
assembly, Havana, Cuba. 

*Oct. 10. Delaware chapter, course on endocrinology, 
Wilmington General Hospital, Wilmington. 

*Oct. 10-Dec. 12. Montgomery County (Ohic) chapter, 
course in fundamentals of clinical electrocardiog- 
raphy, Dayton. 

*Oct. 12-14. Colerade chapter, meeting, Broadmoor Hotel, 
Colorado Springs. 

*Oct. 14-17. California chapter, eighth annual scientific 
meeting, Hotel Statler, Los Angeles. 
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your 
patients 
past 40 
correct... 
biliary dyspepsia & constipation 


Rehfuss' has stated that after 40, constipation is “the greatest single medical problem” 
and Shaftel? reports on the exceptional clinical results of Caroid® and Bile Salts in 
chronic constipation typical of this age bracket. 


These cases do not respond to laxatives alone because associated complaints of flatu- 
lence and indigestion point to biliary dysfunction and digestive impairment as factors 
coexisting with constipation. 


Caroid and Bile Salts Tablets are ideally suited for broad coverage in these cases. 
Through their 3-way action, they: 

e INCREASE BILE FLow 

e IMPROVE DIGESTION 
e PROVIDE GENTLE LAXATION 


Tablets of Caroid and Bile Salts with Phenolphthalein have been clinically established 
and proved over the years. Try them in your next case of biliary dyspepsia and consti- 
pation. 


Available — bottles of 20, 50, 100. For professional samples address: 
American Ferment Company, Inc., 1450 Broadway, New York 18, N. Y. 


1, Rehfuss, M. E.: Indigestion, Philadelphia, W. B. Saunders Co., 1943, p. 322. 
2. Shaftel, H. E.: J. Am. Geriatrics Soc. 1:549 (Aug.) 1953. 
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The Stover Committee Report 


A YEAR AGO at the annual meeting of the AMA House 
of Delegates, there was a storm of resolutions express- 
ing dissatisfaction with the functions of the Joint 
Commission on Accreditation of Hospitals. At that 
time, a special committee was appointed to review 
those functions “ .. . and report its findings and rec- 
ommendations to the House of Delegates at the next 
annual meeting.” 

During the year in which the special committee was 
active, speculations about their report created an at- 
mosphere of suspense. It was anticipated by some that 
the report might be outstanding for the controversy it 
would excite. Well, the report was an outstanding 
feature of the latest annual meeting of the House of 
Delegates, but not because it was controversial. 

The seven-man special committee, under the able 
chairmanship of Wendell C. Stover, discovered early 
that much of the criticism of the Joint Commission 
was “based on misunderstanding and misinformation.” 
The first part of their report should remedy that de- 
fect. The history of the Joint Commission, its com- 
position, its principles, its standards for methods of 
procedure—all are so clearly elucidated that hence- 
forward misunderstanding and misinformation would 
seem inexcusable. 

Perhaps the highest lights in the Stover Committee 
report were the conclusions that: 

Physicians should be on the administrative bodies of 
hospitals ; 

General practice sections in hospitals should be 
encouraged ; 

Compulsory attendance at hospital staff meetings 
should not be required by the commission but should 
be left to the discretion of the local staff; 

Reports on surveys should be sent to both adminis- 
trator and chief of staff of hospital ; 
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Editorials 


Surveyors should work with both administrator and 
staff; 

The commission should give serious consideration 
to establishing standards that may vary depending 
upon the size of the hospital ; 

The American Medical Association should sponsor 
educational meetings to correlate the functions of the 
hospital board of trustees, the hospital administrator, 
and the professional staff. 

Some of these recommendations call for changes in 
existing practices. It seems likely that they will go into 
effect. However, it is important for the medical pro- 
fession to be patient. As an autonomous body, the 
Joint Commission must make its own decisions. 

Meanwhile, physicians would do well to mend their 
own fences. It is apparent from the Stover Committee 
report that some of the dissatisfactions with the Joint 
Commission are not the commission’s fault. Rather, 
they are a result of misguided local policies that can be 
corrected by the medical profession. An outstanding 
example is the discrimination by some hospitals against 
general practitioners. In the report of the reference 
committee that dealt with the Stover Committee re- 
port, it was especially urged that methods be developed 
promptly to insure that hospital staff appointments 
are based upon the physician’s professional ability and 
ethical conduct without regard to his classification as 
a general practitioner or a specialist. 


The Case of the Yellow Journalists 


The July issue Woman’s Home Companion article, en- 
titled “Why You Can’t Afford to Be Sick,” will earn 
Authors Sidney Shalett and J. Robert Moskin the 1956 
award for cheap, distorted journalism. Never, between 
the covers of a single magazine, have we found a more 
complete collection of malodorous, journalistic bedev- 


ilment. 
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It’s an old melody and the lyrics haven’t changed. 
The struggling free-lance writer knows that many edi- 
tors like an ounce of truth and a ton of seething sen- 
sationalism. Witness the success of the inside-story 
magazines. 

Shalett and Moskin found the bottom of the barrel. 
Every junior journalist knows a dozen ways to twist 
the truth and sell a story. The authors learned their 
lessons well—then pulled out all the stops. 

The Shalett-Moskin article is little more than a 
grimy, abasing anthology. Ina single, scathing polemic, 
the authors discuss gouging, unnecessary surgery, 
ghost surgery, fee-splitting 2nd malpractice. The in- 
formed reader, having been previously exposed to other 
inept contributions, has the impression that authors 
Shalett and Moskin have produced little more than a 
single, trashy conglomerate. 

Exhibiting an unenviable lack of originality, the au- 
thors resort to such tired tricks as the isolated case 
and the glittering generality. The article cites four cases 
involving financial panic as the result of prolonged 
illness. This is as enlightening as a clinical study of the 
first four children who received the Salk polio vaccine. 

The article asks and answers questions. One answer 
is amusing—in an absurdly grim and tragic way. Why 
are some physicians opposed to group practice? Be- 
cause, the authors point out, group practice takes the 
patient out of circulation! When the illogical is found 
wanting, try the ridiculous! 

This is no rebuttal. Certainly the more than 24,000 
doctors who read GP won’t waste their time on ill- 
considered drivel. But the magazine (thanks in part to 
other morsels of sensational journalism) will reach hun- 
dreds of thousands of people who will promptly decide 
that their family doctor is an evil, gouging, fee-split- 
ting, ghost surgeon. It’s certainly not appropriate for 
the doctor’s waiting room! 

Approximately a year ago, Sidney Shalett visited 
the headquarters office. He was assured and reassured 
that the Academy’s press and public relations staff was 
at his disposal. We feel sure that the American Medi- 
cal Association and others have extended the same in- 
vitation. Only by rigidly following a policy of full 
cooperation can we contribute to accurate, unbiased 
articles. 

Small wonder then that we are distressed by the 
Woman’s Home Companion article. We appreciate the 
might of the pen and the power of the press. We also 
place a premium on truth, accuracy and the ethics of 
good journalism. 

Fortunately, most authors, editors and science writ- 
ers regard these objectives as self-evident. Each year, 
we work with more than 50 conscientious writers and 
reporters. We understand their problems; they under- 
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stand ours. The relationship is mutually satisfactory. 
We respect their abilities and appreciate their interest. 
But every so often, despite our expressed desire to 
help, a writer who prefers fiction to fact meets an editor 
who will pay for yellow copy. The result is always 
distasteful. 


Thoroughness 


No guatity in the practicing physician is more im- 
portant than thoroughness. With it, a clear mind can 
become great, a mediocre one, expert. Without thor- 
oughness, inexcusable errors are certain to occur dur- 
ing the professional lifetime of a doctor. Painstaking 
thoroughness in the daily routine of work is a dis- 
tinguishing characteristic of the scientist. It is a habit 
of mind, difficult for some to acquire, easy for others— 
absolutely essential for the successful care of medical 
patients. 

Too often the busy physician, making long rounds, 
is superficial in his examination of patients, their charts 
and the course of their disease. Failures to examine 
the chest frequently, to listen for return of peristalsis 
after a surgical operation, and to order needed labora- 
tory and roentgenologic studies, result in a tardy rec- 
ognition of complications and in negligence in the 
moral sense of the word. 

For a lack of thoroughness, there can be no excuse. 
A physician who fails to do a complete examination of 
his patients is not only guilty of carelessness, he is 
lowering his position to that of the healer, who seeks 
brilliant results by short-cut methods. 


Private Practice by Medical School Faculty Members 


IN MOST MEDICAL SCHOOLS TODAY, a number of the 
salaried physicians of the faculty are engaged in the 
private practice of medicine. Arrangements for, this 
vary considerably from school to school, and even 
from faculty member to faculty member within the 
same school. In some localities, physicians in the 
community have been offended by the principles and 
methods used to permit private practice by physician- 
teachers. There has been serious threat of a schism 
between the medical schools and the rest of the medi- 
cal profession. 

In an effort to clarify the position of organized 
medicine and to establish some guiding principles, a 
special committee of the AMA Council on Medical 
Service spent more than a year in study of the prob- 
lem of private practice by medical school faculty mem- 
bers. At the annual meeting of the House of Delegates 
in Chicago last June, the Council on Medical Service 
presented the data of the study and drew certain con- 
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clusions and recommendations. Initially the council 
proposed that action on all this material might well be 
postponed until the 1956 Clinical Session of the House 
of Delegates. 

However, a sense of urgency developed, and the 
council’s report, including the conclusions and rec- 
ommendations, was approved. 

A considerable portion of that report was concerned 
with methods for resolution of differences of opinion. 
The more important suggestions can be outlined as 
follows : 

I. Acceptance of uniform definitions regarding 
faculty positions. 

A. Full-time faculty member: One who devotes 
all his time to the medical school and re- 
ceives all his professional compensation from 
a salary paid by the school. 

. Part-time faculty member: One who derives 
part of his income from medical school salary 
and part from private practice. 

1. Group 1: One who usually conducts his 
practice from facilities of the medical 
school. 

2. Group 2: One who maintains an office 
outside the medical school. 

C. Volunteer faculty member: One who receives 
no salary for his services to the medical 
school. 

. Establishment of liaison between medical schools 
and related associations. 

A. County medical societies. 

B. State medical associations. 

. Establishment of special committee (jointly 
sponsored by the American Medical Association 
and the Association of American Medical Col- 
leges) to investigate areas where there is friction 
between the medical school and the profession. 

. Recommended principles for private practice by 
faculty members. 

A. Full-time member: no private practice. 

B. Part-time member. 

1. Group 1: 

a. Limitation of practice set by school. 

b. Charges (pro-rated) to physician for 
medical school facilities and personnel 
involved in his practice. 

2. Group 2: 

a. Limitation of practice set by school. 

C. Adequate control of publicity emanating from 
medical school about staff members. 

The final portion of the council report contained 
4 statement that may lead to serious controversy. It 
recommended “that it be the policy of the American 
Medical Association that funds received from the pri- 
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vate practice of medicine by salaried members of the 
clinical faculty of the medical school or hospital should 
not accrue to the general budget of the institution and 
that the initial disposition of fees for medical service 
from paying patients should be under the direct con- 
trol of the doctor or doctors rendering the service.” 

It seems probable that some medical schools operate 
contrary to that policy. They may be initially reluctant 
to change their ways. If so, the threat of schism grows. 
It is to be hoped, therefore, that the American Medical 
Association and the county and state medical societies 
will act quickly to establish the liaison committees 
recommended by the council report. 


A Good Cycle 


SEVERAL YEARS AGO, a conference of medical educators 
agreed that preventive medicine should operate at five 
levels of activity: promotion of health, specific protec- 
tion, early detection (and treatment) of disease, limi- 
tation of disability, and rehabilitation. Previous think- 
ing about preventive medicine had been mainly limited 
to “specific protection,” with perhaps a little spread 


into “early detection of disease.” Most of “early de- 
tection” and all of “limitation of disability” and 
“rehabilitation” had been considered curative medi- 
cine. By bringing these four levels together and adding 
“health promotion,” the teachers of preventive medi- 


cine in effect produced a unitarian concept for all of 
medical practice. 

In the Bulletin of the American Association of Pub- 
lic Health Physicians dated May, 1956, Ratner dis- 
cusses “health promotion” at considerable length. To 
his way of thinking, this is the ultimate goal of medi- 
cine. Thus, he reasons that it is better to cure disease 
than to allow it to go unchecked. Also, it is better to 
protect against disease than to allow it to develop. But 
it is best of all to promote health to an optimum point. 
This goal he calls “perfective medicine.” 

Ratner thinks well of recent changes in definitions 
of health. He notes that we have come a long way in 
discarding the notion of health as the absence of dis- 
ease, and in adopting the WHO definition: “Health 
is a state of complete physical, mental and social well- 
being and not merely the absence of disease or in- 
firmity.”” He advocates, as the next step, the recogni- 
tion of health as a varying property. So it is, he writes, 
**, .. that a person may have optimum, good or poor 
health, and still have no disease.” 

As suggestions for the application of this concept, 
Ratner cites some simple examples—production of 
optimum hemoglobin levels through dietary means or 
administration of iron (especially in women), promo- 
tion of physical fitness (good muscular tonicity without 
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excess fat). Under the circumstances, he anticipates 
that a good cycle may derive. Thus, protection against 
disease should incidentally contribute, withal nega- 
tively, to health, while promotion of health should 
incidentally protect against disease. 


The Productive Life 


Don’ DIVIDE THE PEOPLE of the world into the “‘able” 
and the “disabled.” Deny the “‘distinction of disabil- 
ity.” All of us are disabled in one way or another. 
Therefore, start thinking of the abilities of people. 
Then there will be no “‘disabled”’ people—only people. 

In words like these, Henry Viscardi, Jr. expounded 
his philosophy to The Conference of Presidents and 
Other Officers of State Medical Associations in Chi- 
cago last June. Mr. Viscardi is the president of 
Abilities, Inc. of West Hempstead, New York. Born 
legless, he stands and walks now at normal height on 
artificial limbs. 

Abilities, Inc. was founded less than four years ago 
in defiance of sound business management but with 
sincere belief in the ability of the “disabled.” The 
corporation manufactures fine electronic equipment— 
employs only those people who had been rejected by 
other industries because they had been considered too 
severely disabled. The start was made with an assem- 
bly line of four men having among them only one 
sound leg and only five usable arms. Today the payroll 
numbers 276 employees, the gross income exceeds 1.2 
million dollars a year. 

This fabulous success story had more than moral 
implications. As Mr. Viscardi pointed out, the low 
birth rates of the 1930’s will be reflected in a shortage 
of workers in the 1960’s. Among the so-called “‘dis- 
abled,” there is a potential source of manpower esti- 
mated in the millions. Here then is a sound economic 
reason for extending the policies of Abilities, Inc. 
Even more important in terms of the total economy of 
the United States, the corporation is a living, growing 
argument against doles for disabilities. 

For the workers themselves, Abilities, Inc. has meant 
a renewal of life. Mr. Viscardi puts it like this: 
“Neither pensions, parades, nor pity can compensate 
for the sweet dignity of a productive life.” 


Teaching Medical Ethics 


AT THE LAST ANNUAL MEETING of the American Medical 
Association, the problem of teaching medical ethics 
was stressed in a resolution introduced by Dr. C. J. 
Atwood of California. The resolution urged that each 
medical school be requested “to assign a member of 
the clinical faculty to give at least three hours of formal 


72 


lectures on medical ethics, professional conduct and 
manners each year to members of the senior class.” 

In the hearings of the Reference Committee on 
Medical Education and Hospitals, Dr. Atwood testified 
that the need for this resolution seemed apparent after 
experiences in his county society with indoctrination 
of young physicians. He went on to explain that most 
young men seem appallingly ignorant regarding ethics 
and manners of their profession. 

As the hearing progressed, it became difficult to 
account for Dr. Atwood’s experience. Thus, informa- 
tion from the Council on Medical Education and 
Hospitals indicated that all but six medical schools 
already provide the kind of teaching called for by the 
resolution. 

Fortunately, the Vice-President of the Student 
American Medical Association, Mr. McQuillen, was 
on hand to resolve the paradox. He made it clear at 
the start that he approved Dr. Atwood’s resolution. 
Then he explained that lectures and learning are not 
synonymous. So it is that a senior medical student 
may hear any number of good lectures on ethics and 
not learn anything about the subject. The student 
learns according to his motivations and immediate 
goals. Under prevailing conditions those motivations 
and goals are more concerned with diseases than with 
deportment. Only when the student has graduated and 
is confronted with the need to understand relation- 
ships of physician with physician and of physician with 
patient—only then does he become fully motivated to 
learn about medical ethics. 

There were two important lessons in the whole dis- 
cussion. First, it may be that new motivations can be 
created in medical schools to make teaching of medical 
ethics more effective. Second, and more important, 
indoctrination programs sponsored by medical socie- 
ties filla very important need. Whatever efforts medical 
school teachers may make, their lectures on profes- 
sional conduct must not be expected to supplant the 
teaching activities by organized medicine. 


Multiple Polyposis of the Colon 


IN MULTIPLE PoLyPosIs of the colon, the individual 
lesions are adenomatous polyps. Each polyp carries 
a strong potentiality for becoming a cancer. For that 
reason, surgical removal of all the polyps is the proper 
treatment. 

In that connection, the physician has a serious di- 
lemma. Total colectomy and proctectomy would surely 
rid the patient of the risk of cancer (providing the 
operation is done before one or more lesions have 
already undergone malignant change and silently me- 
tastasized). However, that operation entails all the 
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risks and discomforts implied by its magnitude and 
by the fact that permanent ileostomy is required. As 
an alternative, some surgeons have preferred to con- 
serve a terminal segment of bowel with which the ileum 
can be joined. Polyps in that terminal segment of 
colon are removed individually at the time of original 
operation. Periodically, as new polyps form in the 
terminal segment, these must be removed. With this 
method, there is risk that cancer will develop in the 
preserved segment of colon and rectum. 

With a view to providing some basis for solution of 
this dilemma, Smith and Jackman studied the outcome 
in patients in whom surgical treatment of multiple 
polyposis preserved a terminal portion of the bowel. 
The results, as reported in Proceedings of the Staff 
Meetings of the Mayo Clinic for May 16, 1956, covered 
21 years of experience at the Mayo Clinic. 

Of the 96 patients who underwent operation, ten 
died in the hospital. Follow-up studies of the remain- 
der indicated that polyps reformed in the preserved 
segment of colon at a variable rate. For practical pur- 
poses, it seemed that most patients needed to be 
re-examined every six to nine months for detection 
(and fulguration) of new polyps. When the initial 
polyposis had been severe or when the formation of 
new polyps was especially rapid, the follow-up inter- 
vals had to be shortened. 

The incidence of development of carcinoma in the 
preserved segment of large bowel was 8.1 per cent for 
all patients followed. However, Smith and Jackman 
were of the opinion that this figure was meaningless 
because the series was heavily weighted by patients 
who had undergone operation in recent years. Only 
time will tell whether the incidence of cancer will rise 
during the years to come. 

Therefore, the authors’ experience does not provide 
an immediate solution to the doctor’s dilemma in 
choosing a method for treatment of multiple polyposis 
of the colon. But one thing is sure. Some kind of 
radical surgical treatment is demanded whenever the 
diagnosis is made—and the sooner, the better. Thus, 
of the 96 patients reported, 30 per cent had frank 
carcinoma (proximal to the terminal segment) at the 
time of original operation. 


Care of Tracheostomy Patients 


As REPORTED on page 94 of this issue, Plum and Dun- 
ning observed a woeful ineptitude among physicians 
and nurses responsible for tracheal toilet in patients 
having a tracheostomy. Attendants’ carelessness and 
clumsiness combined to provoke serious damage to the 
tracheobronchial tree. The results were apparent in 
the form of severe tracheobronchitis, sometimes lead- 
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ing to death from deep respiratory tract obstruction. 
In effect, the tracheostomy that had been intended to 
prevent asphyxia was paradoxically the indirect cause 
of fatal asphyxia in some patients. 

Plum and Dunning have devised a means to correct 
this situation. Essentially it is a program of education 
regarding the correct way to perform tracheobronchial 
suctioning. The method is set out on a large poster 
placed at the bedside of any patient who has received 
a tracheostomy. The method is reviewed with each 
new intern or other attendant starting his tour of duty. 

The results of the program have indeed been grati- 
fying. Tracheostomy has been restored to its rightful 
position as a life-saving procedure. 


Safe Anesthesia 


SURGICAL ADVANCES during the last quarter of a century 
have been greater than in any comparable period of 
the world’s history. Most of these developments have 
been the product of intensive research, of better train- 
ing in thought and technique, and of comparable ad- 
vances in other fields upon which surgery depends. 
Notable among the latter is the growth of anesthe- 
siology as a specialty. 

Anesthesiology encompasses more than the develop- 
ment and technique of administration of anesthetic 
agents. It has grown to include the preoperative medi- 
cation, postoperative maintenance of an adequate air- 
way, positive pressure control during thoracic pro- 
cedures, and the estimation and administration of fluid 
and blood replacement during the operative period. 
An expert anesthesiologist is a thoroughly trained 
scientist and artist combined, who preserves life many 
times over during a day’s work. 

In spite of these developments, hundreds of patients 
die each year in some kind of anesthetic catastrophe. 
The commonest of these is aspiration of stomach con- 
tents. No patient should be given a general inhalation 
anesthetic, within five or six hours of eating, unless 
the stomach has been thoroughly emptied by large 
tube aspiration. Others die of respiratory paralysis 
during spinal anesthesia. No spinal should ever be 
given without an anesthetist in constant attendance, 
equipped with suction, and a machine for the admin- 
istration of oxygen and artificial respiration. Others 
die of laryngospasm who should have been intubated, 
or who were given too much Pentothal or curare be- 
fore the tube could be slipped in place. 

Most of these accidents are inexcusable. They are 
as avoidable as the drowning of a man, sailing in a 
small boat without a life preserver. They occur be- 
cause someone forgets that the only good anesthesia 
is safe anesthesia. 
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Across the patient’s bed we face each other; 
you in your white coat, a stethoscope in your hand; 
I in my black coat with a prayerbook in my hand. 


At the beginning we were one, since the beginning we have always 
been together, unavoidably related, and when you are true 

to the oath of medicine and I true to the ordination vows, 

the center of interest has been, is and must always be in the man 
on the bed, your patient, my parishioner, God’s creation. 

And if we work in unity together, the patient will come to see, 

to know, to love the Father God, who through us, in us, by us, 
and in spite of us, remains the Ultimate One Who 

**. .. healeth all our diseases and forgiveth all our iniquities.” 


Religion and Medicine—Allies or Adversaries? 


BY THE REV. DAS KELLEY BARNETT, TH.D. 
The Episcopal Theological Seminary of the Southwest 


Austin, Texas 


Introduction 


IN THE CARE OF THE SICK, doctor and minister are co- 
workers. To their common task the doctor brings the 
art and science of medicine; the minister, the theology 
and pastoral care of religion. The relationship, how- 
ever, between the medical profession and the clergy, as 
in the case in all partnerships, is characterized by both 
consensus and conflict, agreement and disagreement. 
For the common good of medicine and theology and 
above all for the welfare of the patient, we must strive 
to minimize the conflict and disagreement and maxi- 
mize the consensus and cooperation. 

Although the differences between us are real and are 
not to be dismissed lightly, many of them would dis- 
appear if we kept open the lines of communication 
between us. Although we both recognize that these 
lines of communication should be kept open, it is by 
no means easily accomplished. Both physician and 
pastor speak the jargon of their respective professions. 
Moreover, most doctors as well as ministers are over- 
worked and pressed for time. Yet in recent years much 
has been written by doctors and theologians with 
respect to the interrelationship of the two professions, 
and it is hoped that this essay will further the process of 
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communication between the physician and the clergy. 

In this article I propose first, to review briefly the 
historic and contemporary relationship between medi- 
cine and religion and in so doing point up the grounds 
for the consensus and agreements between them. In 
the second place, I propose to indicate the reason why 
at times our relationships take on the form of conflict, 
and to indicate from the viewpoint of the church how 
these conflicts can be overcome. 


Part One. The Inescapable Relationship 


Let’s face it! Medicine and religion are unavoidably 
interrelated: for good or for bad, in sickness and in 
health, medical theory and theology, church and hos- 
pital, medical care and pastoral care, the man in the 
white coat with a stethoscope in his hand and the man 
in the black coat with a Bible in his hand meet in those 
areas where mutual interest and concern intersect. 


I. Tue Historic RELATIONSHIP 


In the beginning, at the dawn of the civilizations in 
Egypt and later in Greece and Rome, religion and med- 
icine were one. The roles of priest and physician were 
combined in one person. The temples were man’s first 
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clinics. The hands that offered the sacrifices also 
cleaned and bound the wounds. The renowned physi- 
cian Imhotep of Egypt was not only enshrined in a 
grateful people’s memory; in time he was deified, ele- 
vated to the pantheon of the Gods, and worshiped. 
Medicine’s ancient Hippocratic oath keeps green the 
memory of another deified physician, for when you 
swear by “Apollo, the physician” you also swear by 
“this son—Aesculapius.” Apollo was the creation of 
Grecian poetic imagination, but not the son; Aescu- 
lapius was a mortal and practiced the art of medicine. 

Medicine and the Judeo-Christian Tradition. The 
Judeo-Christian tradition maintained and reinforced 
the linkage of medicine and religion. When the 
psalmist blessed the name of the Lord, he remembered 
that the same God “who forgiveth all thine iniquities” 
also “*. . . healeth all thy diseases.” Jesus of Nazareth, 
Christianity’s Lord and Judaism’s prophet came not 
only preaching and teaching, but healing. Thus, from 
the beginning the Church called her Lord “the Great 
Physician,” for not only had He made the blind to see 
and the lame to leap; He had healed the universal dis- 
ease, the malady for which Aesculapius had no diag- 
nosis and the great Hippocrates no potion—the soul 
sickness of man’s estrangement to himself, his neighbor 
and his God. 

The word “Christian” means “‘little Christ,” and the 
“little Christs” have always made healing an integral 
part of the worship and life of the church. One such 
“little Christ” was Doctor Luke, Paul’s “beloved phy- 
sician,” who combined with a medical education the 
historian’s passion for accuracy and the scholar’s care- 
ful style. Tradition holds that it was this physician 
who wrote for his friend Theophilus the Acts of the 
Apostles and the Gospel of Luke, called by Renan “the 
most beautiful book ever penned.” 

Contributions of Christianity to Medicine. From the 
work of the “little Christs” then and now, modern 
medicine derives its dynamic compassion, its indis- 
pensable services and institutions. As early as A.D. 
300, Fabiola, a deaconess, founded in the decadent 
city of Rome the first charity hospital. Modern nursing 
can trace its origin to the early Christian orders. In 
1811 Mother Elizabeth Ann Seton founded at Emmitts- 
burg, Maryland, the fizst Roman Catholic nursing 
order, the Sisters of Charity of St. Vincent de Paul. 
Thirty-eight years later, in 1849, nurses for the first 
Protestant hospital in the United States, the Pitts- 
burgh Infirmary, assumed their duties. These nurses 
were deaconesses of the Lutheran Church. 


II. ConrEeMPoRARY RELATIONSHIP 


Today the major Protestant denominations, the Ro- 
man Catholic Church and Judaism support more than 
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1,000 hospitals. Not only do the churches build, sup- 
port and operate hospitals; they also support medical 
education. Of the 75 four-year medical schools in the 
United States, nine are church-related schools and 
graduated last year 789 physicians—11 per cent of the 
nation’s total. 

The Patient-Parishioner. Medicine and religion are 
interrelated not only in medical education, nursing 
and hospitalization. Their mutual concern finds its 
primary focus in the patient or parishioner. At least 60 
per cent of your patients are members of one of the 
branches of the Judeo-Christian religion. Your patient 
believes with varying degrees of sincerity, intelligence 
and intensity the tenets of his faith. Moreover, his be- 
liefs may at times be expressive of a neurosis charac- 
teristic of religious immaturity. At other times they 
may take the form of a mature, healthy religious out- 
look. In either case, his religious faith, or lack of it, is a 
significant variable to be considered in the diagnosis 
and treatment of his disease. 

The Physician-Church Member. Again, the relation- 
ship between religion and medicine finds an expression 
in the personalities of those physicians who are church 
members. Like all Christian laymen, they are under the 
obligation to abide by Christian principles of ethics. 
Moreover, as Christian or Jewish doctors, they are ex- 
pected to show something of religion’s concern for the 
total welfare of the patient as a person. If the physician 
is a Roman Catholic, he knows that the church expects 
him to be a good Catholic first. He is a Catholic prac- 
ticing medicine, not a physician who happens to be 
a Catholic. Furthermore, as will be discussed later, 
Catholic rules for the practice of medicine are available 
to guide him. 

Common Problems. Finally, religion and medicine 
have a stake in the solution of some of the major 
social problems—alcoholism, deviations of sexual be- 
havior, and public health policies—which demand 
a united effort not only by medicine and religion but 
also on the part of other groups within our society. 
Furthermore, a judgment of both professions is needed 
to find the answer to highly controversial ethical ques- 
tions concerning contraception, sterilization, artificial 
insemination and euthanasia, to mention some of the 
major issues. 


Part Two. Conflict and Reconciliation 


As I have shown, bonds of unity between medicine and 
religion are strong, existing from the beginning of our 
Western civilization. Daily we renew these ties when 
you and I meet at the hospital; you with your medical 
bag; I with my communion kit. Most of the time we go 
together like a “horse and carriage,” but there are 


GP Volume XIV, Number 3 


— 
; 
3 
: 
4 
| 
# 
nen 


times when we differ and the hospital corridor becomes 
a disputed passage. 

These differences emerge in three levels. First, and 
perhaps most familiar to all of us, are the routine 
clashes that arise when we get in each other’s way at 
the bedside of the patient. Second, there is the dispute 
between theology and medical science. Finally, there 
is the clash between Christian ethics and medical 
ethics. 


I. Mepicat Care vs. Pastorat CARE 


It is true that sometimes the clergy and the doctor 
get in each other’s way in the care of the patient. At 
this point the doctor cannot claim exclusive right. For 
from the beginning “the care of the flock,” the “cure 
of souls” has been a recognized function of rabbi, priest 
and Christian minister. 

In order to prepare the minister to relate himself to 
the medical profession and to the needs of the patient 
in an intelligent and constructive manner, theologic 
seminaries now make available for their students new 
insights derived from the tested truths of psychology 
and psychotherapy. Since these insights are also those 
of the physician, they offer a common basis for the re- 
lationship between the minister and the doctor. Out of 
this relationship much of the needless conflict between 
physician and pastor at the bedside of the patient is 
transcended. This educational program is known as 
clinical training. 

The Beginning of Clinical Training for the Clergy. 
The clinical training of theologic students began in 
1925 when the Reverend Anton Boisen, then chaplain 
of the Worcester State Hospital in Massachusetts, ac- 
cepted theologic students for training. Dr. William A. 
Bryan, hospital administrator, was sufficiently inter- 
ested and sympathetic to permit this innovation in his 
institution. Later, when Boisen became chaplain at 
Elgin State Hospital in 1928, he expanded the work of 
clinical training. 

Another early program of clinical training at Massa- 
chusetts General Hospital was introduced by Richard 
Cabot and the Rev. Russell Dicks. Mr. Dicks came to 
the hospital on a three months’ assignment and re- 
mained four and one-half years. During this time, Dr. 
Cabot personally paid his salary. How’s that for co- 
operation ? 

From these early beginnings, the program has spread, 
and now outstanding work is being done in such hos- 
pitals as the National Institute for Mental Health in 
Bethesda, Maryland, where Bill Andrews is chaplain, 
at the St. Elizabeth’s Hospital in Washington, D. C., 
by the Rev. Ernest Bruder and at the North Carolina 
Bapti st Hospital in Winston-Salem, N.C., by the Rev. 
Richard K. Young. Representative doctors participat- 
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ing in the program are Dr. Thomas French of the 
Institute for Psychoanalysis in Chicago, Dr. Spafford 
Ackerly of Louisville, Ky., and Dr. Wingate Johnson 
of the Bowman Gray School of Medicine in Winston- 
Salem, N.C. 

The Program of Clinical Training. The training of 
theologic students in the art of ministering to the sick 
is based on a twofold program: formal instruction, and 
a type of supervised internship in a hospital. Typical 
of the formal instruction are the following courses 
given at the Southern Baptist Theological Seminary in 
Louisville, Ky.: (1) Psychology of Religion: The 
Scientific Basis of Pastoral Care; (2) Pastoral Care and 
Personal Counseling: A Study of the Literature of 
Pastoral Care and the Problems of Marriage and Family 
Counseling. 

The program of clinical training is based on inten- 
sively supervised work with hospital patients. This 
work is discussed in individual conferences with the 
supervisor, or analyzed by small groups of the student’s 
fellows. Careful records are kept by the student on each 
of the patients he works with. The student is in daily 
contact with members of the medical staff, some of 
whom have an active part in his training. 

Thus by training clergy to work intelligently with 
physicians, we can see to it that “ministers,” will no 
longer be “‘tactless and indiscreet,” will no longer 
**. . . blunder into a sickroom not prepared to do any 
particular good.” 

There is every indication that the clinical training 
movement in theologic education will continue to ex- 
pand. Many physicians, however, have been reluctant 
to cooperate in this movement—not because they 
doubted the value of the hospital chaplaincy and of 
clinical training for ministers, but because they were 
afraid their colleagues would accuse them of using 
religion to gain patients! If you are, for whatever rea- 
son, one of the uncooperative ones, may I suggest that 
you might be doing your patients, your profession, and 
your church a great service by helping in this joint 
effort to close the gap between medicine and religion. 

Let us now turn from the practical conflict and its 
remedy—clinical training—and consider the more 
theoretic aspects of the differences between religion 
and medicine, that is, the conflict between theology 
and medicine. 


Il. Tue Conruct or THEOLOGY WITH MEDICINE 


The Judeo-Christian tradition in its theologic expres- 
sion is a complete philosophy of life. This philosophy 
of life includes: a concept of ultimate reality—God; a 
doctrine of Man as a creature made in the image of 
God, possessing reason, freedom and a destiny of 
eternal life with God; a doctrine of forgiveness and re- 
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demption which in Christianity is centered in Jesus 
Christ and a code of ethical teaching, a concept of 
right and wrong that applies not only to individuals 
but also to professions, groups and nations. It is held 
that these doctrines, although they may be supported 
by reason, are derived from Revelation, that is, a dis- 
closure on the part of God in the context of events, of 
new insights and truths that cannot be arrived at by 
the use of the scientific method. 

During the Middle Ages the Church developed her 
theologic system in minute detail, formulating view- 
points about the nature of man and the physical uni- 
verse that were derived not from the Christian faith 
but from unscientific notions current in the environ- 
ment in which Christianity came into power. 

Theology vs. Medical Science. With the rise of modern 
science and its phenomenal growth in the last century, 
new truths concerning certain aspects of the nature of 
man and the physical universe were discovered by the 
scientists. Some of these views conflicted with previous 
pronouncements of Christian dogma; a battle was on. 
In this conflict a dogmatic and overzealous theology 
committed a sin against truth by denying obvious facts. 
For example, some theologians insisted that regardless 
of the findings of geology, the world was made at 4004 
B.C. Others denied the theology of evolution, as 
do some fundamentalists to this day. Since modern 
medicine is grounded in natural science, there was 
also a conflict between medicine and religion. At 
this point the Doctor, as the only representative of 
science in small towns, was dubbed the “‘village atheist” 
and the religious agnostic. You may have heard the 
saying, “Scratch a doctor and underneath you will find 
an atheist.” 

Looking back on that old controversy, which is now 
largely a matter of history, most theologians would say 
that in a dispute between scientific fact and theologic 
dogma disintegrated into superstition, honors go to 
the scientists and not the theologians. It would clear up 
a lot of misunderstandings between theology and 
science if the word could get around to those preachers 
and doctors who have not had a new idea since they 
left school that the old battle between the notions of 
theology and the facts of science is over, and that 
theology has recognized the autonomy of medical 
science in its own field of investigation. 

Theology vs. the Assumptions of Psychotherapy. The old 
warfare is over, but unfortunately it looks like hostili- 
ties are about to begin again. And this time the aggressor 
is not theology but certain schools of psychotherapy. 

Christian theology recognizes the practical value, 
the skilled techniques and the helpful insights of mod- 
ern psychotherapy and the hospital chaplain uses 
them in his work every day. But Roman Catholic 
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thinkers like Karl Stern and Protestant thinke:s like 
Albert Outler hold that some psychiatrists, beginning 
with Sigmund Freud, went beyond the facts that could 
be demonstrated by science, and projected a total 
philosophy—a philosophy that contradicts the Chris- 
tian faith at every point. Let us examine this contra- 
diction. 

Freud, the founding father of psychotherapy, 
claimed that he was making a contribution to science 
and held that psychoanalysis had no relationship to 


_ philosophy. He never recognized that he had a philo- 


sophy of scientific materialism. As Freud developed 
the new field, he also evolved, although not always 
explicitly, a philosophy of life. This philosophy denied 
God, human freedom, and the reality of religion. (Not 
all psychiatrists shared this viewpoint. I wish to make 
it plain that in this section I am dealing with specific 
psychiatrists, not with the whole field of psychiatry.) 
Later Erich Fromm, J. C. Flugel, Harry Stack Sullivan 
and Karen Horney, like Freud, added their own view- 
points to those of Freud—viewpoints that contradicted 
the doctrines of Christianity. 

The general principle of Freud and his followers is 
reductive; everything, God, man, Holy Communion— 
which Christianity had ascribed to or related to a 
supernatural order—is reduced to the natural-order. 
As Karl Stern put it: 

**To a modern astronomer the earth is nothing but an 
insignificant speck in the galaxy; to the biologist man 
is nothing but some chance product of an evolutional 
process which has no transcendental meaning; to a 
dialectical materialist cultural achievements are nothing 
but by-products of the economic struggle.” 

By this process Freud defined God as nothing but a 
Father image and Fromm called man “to recognize 
that there is no power transcending him.” Man is re- 
duced to the sum total of his biologic inheritance and 
his psychosociologic conditioning. The end of life is 
life itself. Man can make the good life on earth by him- 
self; indeed, there is nothing beyond to help him. 

As for ethics, the followers of Freud maintain that 
that is good which satisfies man. Man for Himself is not 
only a book title; it is Fromm’s whole philosophy of 
life. 

Here, then, is a new philosophy. For it, some Freud- 
ian psychiatrists claimed a basis and a support in 
modern science. Can psychiatry prove that there 1s 
nothing beyond man, that real freedom does not exist? 
Obviously not. What we have here, then, is not medical 
science but speculative philosophy on a pseudoscien- 
tific basis—a philosophy that contradicts Christianity. 
Fromm’s god, Man, is, by my book, a creature, not 4 
God; and he who worships the creature instead of God 
is an idolater. The devout Jew and the devout Christian 
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will not buy this ‘nothing but man” religion. For it to 
be palmed off as medical science is a discredit to the 
medical profession. 

As the theologians see it, certain of the above-men- 
tioned psychiatrists are off base. They have developed 
a religion of science that scientific evidence does not 
support. If they want to say that they live by the reli- 
gion of science and walk by faith, theology has no 
objection, but if they insist on saying that they walk 
not by faith but by science when they don’t, then I 
promise you that warfare between theology and the 
pseudoscientific religion of psychoanalysis is around 
the corner; in fact, it has already started. 

Such a warfare would be unfortunate for both re- 
ligion and psychiatry. Thoughtful theologians, like 
Albert Outler, are doing their best to find a compro- 
mise that will maintain the integrity of genuine psy- 
chiatry and the integrity of the Christian faith. In his 
first-rate book, Psychotherapy and the Christian Message, 
Outler recognized the real contribution that psycho- 
therapy as a science has made to medicine and to re- 
ligion. But concerning its philosophy, he wrote: “.. . 
the Christian must stand firm on Christian ground, 
and not be overly impressed by claims that the faith of 
psychotherapy has the same scientific authority as its 
clinical axioms.” 

In the last century, theology erred by denying ob- 
vious facts of science concerning the age of the world. 
In this century, the error has come from the psycho- 
therapeutic branch of medical science. Theology has 
repented, apologized to science, and thanked it for 
defending the truth. May God give certain psychia- 
trists the wisdom to see the difference between what 
they prove and what they want to believe! 

Closely related to the conflict between medicine and 
theology is the conflict between Christian ethics and 
medical ethics. To that problem we now turn. 


Ill. Curist1an Eruics vs. Mepicat Eruics 


As a preface to my remarks on the conflicts between 
Christian ethics and medical ethics, I would point out 
that the great religious traditions of the Western world 
—Jewish, Roman Catholic and Protestant—are con- 
cerned, and rightly so, with the whole of life and with 
the moral life of individuals and groups. Therefore, the 
ethics of any segment of the society—business, labor, 
Politics or family relations—are not interpreted as the 
exclusive concern of the particular group, but are 
brought to the bar of public opinion and of the theo- 
logic-ethical judgments of religion. In short, a Chris- 


tian is supposed to practice his faith in his daily life 
and work. 


Although recognizing the autonomy of medical 
Science as a body of knowledge and a technique of 
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healing, the Judeo-Christian faith does not recognize 
the right of medicine to make exclusive judgments on 
questions involving moral choice. Medicine is an in- 
strumental good, not an ultimate good. The basic 
premise of many physicians—that life is the supreme 
good, death the supreme evil—is not recognized as 
valid by theology. Rather: life with God, now and for- 
ever, whether in sickness or in health, is the supreme 
good; life apart from God, in sickness and in health, in 
this life and the next, is the ultimate evil. This belief 
does not minimize the good of life—far from it—but it 
puts “‘life” and the moral decisions of man with regard 
to it in the framework of a larger concept. 

Specifically, common ethical problems confronting 
contemporary medicine and Christian ethics, which at 
times become the center of conflict, may be classified 
under the following heads: (1) the general personal 
ethics of the physician, (2) the problem of conscience 
in the practice of medicine (for example, the decision 
to perform a therapeutic abortion), (3) national policies 
in relation to medical education, compulsory health 
insurance, and the like. Since space is limited, I will 
discuss briefly the first two of these ethical situations. 
This problem is complicated for on some of these 
topics the religious traditions speak with a unified 
voice ; on other topics, pronouncements may be lacking 
or, as is often the case, contradictory. 

The Personal Ethics of the Physician. That medicine 
has a right to develop its own code of ethics for pro- 
fessional practice is not questioned. In fact, standards 
for judging malpractice can be set up only by medicine. 
But this is not an exclusive right. You have a partner in 
healing—religion—and that partner has a right to pass 
judgment on the ethical decisions of medicine. You 
have a patient, and that patient has a right to question 
your ethical decisions. You also practice in a commu- 
nity, in a total society which pays the greater share of 
the cost of medical education and of hospitals, and that 
society has a right to question the ethics and socio- 
medical policies of organized medicine. 

Here is the real crux of the issue. None of these 
groups can tell whether your practice or your skill 
meets professional standards; only you can do that. 
Medicine has the exclusive right to set standards of 
professional skill. But medicine does not have the right 
to expand an exclusiveness that is justifiable into an 
exclusiveness that is not justifiable—that is, one that 
does not pertain to professional skill. How far can you 
extend the line of exclusion? 

If you are a member of the Church, you are a Chris- 
tian first and a doctor second. Your faith doesn’t bind 
you, but frees you—if you believe your religion. Reli- 
gion will urge you to obey your own professional 
standards, but on ethical questions your ultimate loy- 
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alty is to the will of God. In a showdown, you either 
make a god of medicine or worship the God of your 
religion. 

Roman Catholics spell out in detail a standard of 
ethics for the physician. If you are a Roman Catholic 
doctor, you ought to obey your church or get out. As a 
Protestant, you have more leeway; ethical decisions 
are not clearly spelled out, and alternative choices are 
recognized. Where your church has spoken, however, 
you should relate your faith to your profession—and 
your ultimate loyalty, like that of any Christian, is to 
God. Your church or synagogue, not the American 
Medical Association or the American Academy of Gen- 
eral Practice, is your ultimate community. Let’s get 
first things first! 

To the non-Christian doctor, I would say this: 
Thank God that you live in a free country. You can be 
a Christian or be a pagan. (What bothers me is that so 
many Christians are pagans and don’t know it.) As a 
pagan, you can base your medical ethics on paganism. 
It is not that I give you this right; you have it given of 
God and made secure for the present by the row of 
crosses at Arlington Cemetery and all over the world. 
Your right to define your medical ethics we respect. 
All we ask is that you recognize the right of Christian 
doctors and Christian people to live by a different code 
and to urge its acceptance. 

Specific Ethical Problems in the Practice of Medicine. 
The practice of medicine, as you know even better than 
I, involves daily moral decisions. There are certain 
ethical questions related to medical practice that are 
also of vital concern to Christian ethics and to the 
public as a whole. Among these questions are the fol- 
lowing: Should the doctor tell the patient the truth 
about his physical condition, when such knowledge 
might be detrimental to the patient’s recovery? Or as 
Joseph Fletcher put it in his recent provocative book, 
Morals and Medicine, Does the patient have the right to 
know the truth? Should the doctor dispense informa- 
tion concerning contraceptives? What about birth con- 
trol, eugenic sterilization or therapeutic abortion, 
euthanasia ? 

On these questions there is no general agreement 
among physicians, nor does religion speak with a united 
voice. One voice in religion gives positive answers to 
these questions, and that voice, as you know, is that of 
the Roman Catholic church. I will review briefly the 
teaching of this church on some of these subjects. 

Roman Catholic Medical Ethics. On therapeutic abor- 
tion: “It is morally wrong directly to extinguish the 
life of an infant in utero, or an embryo or a female 
ovum probably fertilized in order to benefit the Mother.” 
Euthanasia or mercy killing is also condemned as 
morally wrong in the Roman Catholic Church. 
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As for artificial insemination outside of marrige, it 
is simply immoral and the child is illegitimate. Inside 
marriage, it is immoral to secure the sperm from a third 
party. Nor is it permitted to secure the sperm from the 
husband by an act contrary to nature—that is, sperm 
could not be obtained by masturbation. The final con- 
clusion of the Roman Catholic Church was that artifi- 
cial insemination must be entirely rejected. 

According to Pope Pius XI, married persons who 
use artificial means of contraception “. . . sin against 
nature and commit a deed which is shameful and in- 
trinsically vicious. . . .”. The rhythm method of birth 
control is permitted, although there has been some 
discussion among Roman Catholics about the wisdom 
of its use. 

Protestant Medical Ethus. The average Protestant 
thinks, in all Christian charity, that the Roman Cath- 
olic acceptance of the rhythm method is double-talk, 
and so do some Roman Catholics. They argue that if 
intercourse is restricted to the “safe” period, in the 
hope that it will not result in pregnancy, this intention 
is sinful. 

Artificial contraception has been endorsed by the 
Central Conference of American Rabbis, The Lambeth 
Conference of the Episcopal Bishops, The Federal 
Council of the Churches of Christ in America (now the 
National Council of the Churches of Christ in Ameri- 
ca), and a number of Methodist and Presbyterian 
groups. Protestants and liberal Jews apparently hold 
that the end of marriage is children but they emphasize 
the quality rather than the quantity, and recommend 
and use the best contraceptives available. 

As for artificial insemination, the Protestants haven't 
gotten around to thinking about it too much. When 
the husband is the donor, they would say, “all right.” 
When the donor is an unknown third party, they would 
probably question the wisdom of the procedure, but I 
doubt that they would call it adultery. Concerning 
eugenic and therapeutic sterilization and therapeutic 
abortion, liberal Protestants favor both, as does Joseph 
Fletcher if the medical diagnosis is unquestioned and 
justifies such a drastic measure. On the question of 
euthanasia, most Protestants would agree with the 
Roman Catholics that the pangs of death ought to be 
borne and that life ought not to be ended in order to 
end suffering. 

As for the question of deceiving a patient about his 
condition, most middle-of-the-road Protestant laymen 
would agree with Joseph Fletcher that the doctor ought 
to tell the patient the truth and not stutter. In so doing, 
he gives the patient a chance to face death like a Chris- 
tian and not like a deceived coward. A real Christian 
does not need a doctor to take the sting out of death; 
Jesus Christ did that. 
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From this brief discussion, it is clear that the conflict 
on ethical questions is not just a conflict between Chris- 
tian and medical ethics but a conflict between one 
branch of Christian ethics linked with one branch of 
medical ethics and another collation of religeo-medical 
ethics. As it now stands, to be perfectly honest, 1 see 
no way out of some of these conflicts. Here we must 
learn to live together with tense complicated divisive 
ethical issues in a spirit of mutual tolerance and respect 
for the viewpoint of others. 


Conclusion 


In conclusion, I have shown: that there is an in- 
escapable relationship between medicine and theology, 
the physician and the pastor; that there is a unity and 
consensus that binds the two professions in a fellow- 
ship of service; and that disagreements and conflicts 
between medicine and theology are real. As you will 
recall, these conflicts were at three levels: (1) day-by- 
day clashes between physician and pastor; (2) differ- 
ences arising between theology and medical science; 
(3) divergent viewpoints that exist between Christian 
ethics and medical ethics. 

I have indicated, although not too explicitly, how 
these conflicts might be overcome. Now specifically for 
each of these conflicts want to make a few suggestions. 

For the day-by-day conflicts, physician and pastor 
should trust each other, confide in each other and edu- 
cate each other. May I appeal to you the Christian 
physician to take the young idealistic minister under 
your wing? On Easter he preaches that Jesus Christ 
won the victory over death, but the young parson 
doesn’t even know what death means; you do. In a 
very real sense death is for you the daily enemy, isn’t 


it? Show your young minister the corpse of the girl 
mutilated by an illegal abortionist whose butchery you 
could not mend because it was too late. Take your 
pastor with you on some of your rounds and let him 
see disease, death and despair. Then when he preaches 
about the power of the resurrection he will know how 
real are the enemies that his faith must overcome. 

On the conflict between medicine and theology: 
(1) The old warfare is over between the presumptions 
of theology and the facts of science. Please get the 
news around! (2) If the psychotherapeutic branch of 
medicine will not claim for its philosophic assump- 
tions the same validity it claims for its clinical data, 
there will be peace between theology and medicine. 

Finally, concerning the ethical conflicts: Can we not 
agree that tensions would decrease if Christian ethics 
defends the right of medicine to define and enforce pro- 
fessional standards and if medical ethics recognizes 
that moral problems in medical practice are not its 
exclusive concern? 

It is well, however, to remember that these sugges- 
tions for solving our conflict will be of little value un- 
less each profession can transcend its compulsive, de- 
fensive self-centeredness. Is it not true that the doctor 
who gives his life to save organized medicine will lose his 
patients, his integrity and his medicine? And that the 
minister who gives his life to save organized religion will 
lose his sheep, his personal integrity and his religion? 
The physician giving his life for the patient will save 
the patient, medicine and his own soul. The pastor 
giving his life for his sheep will save the sheep, the 
church and his own soul. 


A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 


Medical Malpractice Claims 


AN anatysis of the professional factors in a group liability 
program of 8,248 policy years over a period of nine years 
in two adjacent counties of central California reveals the 
important factors to be (1) the type of medical problem 
involved (surgical versus medical), in which obstetrics and 
gynecology, orthopedics, and general surgery lead the 
field; (2) the individual hospital; and (3) multiple claims 
against certain physicians. The nonimportant factors are 
(1) age of physician, (2) sex of physician, (3) geographical 
area of practice, and (4) general practice versus specialty 
F. Sapusk, Jr., M.p., JAMA, 161:442. 
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Headache After Pneumoencephalography 


A CONTROLLED sTuDY indicates that oral use of cortisone 
is of value in the treatment of headaches following pneu- 
moencephalography. The amount of gas introduced 
intrathecally during this diagnostic procedure has little 
effect on the severity of the reaction but does affect the 
duration of severe symptoms. Patients whose complaints 
are on a functional or psychogenic basis show no benefit 
from use of cortisone. Parenteral administration probably 
would improve the response to cortisone.—ORCENETH A. 
Fiy, JR., M.p., S. MacCarty, M.D., Ropert P. Gace, 
m.S., Hecror N. MacKinnon, M.D. and Perer H. Jones, 
M.R.C.S., JAMA, 161:415, 1956. 
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Figure 1. Miliary and conglomerate pul- 
monary densities. Diagnosis by history of 
prolonged work as coal miner—silicosis. 


Figure 4. Bilateral nodular densities with 
fullness of hilar regions. Diagnosis by 
culture of Histoplasma capsulatum from 
splenic aspirate—disseminated histoplas- 


chickenpox pneumonia. 


Diffuse Pulmonary Lesions 


BY SOL KATZ, M.D. 
Associate Editor, GP 


THE PROBLEM of the differential diagnosis of diffuse 
pulmonary lesions arises frequently. Although these 
densities can be readily detected in the roentgeno- 
gram, an etiologic diagnosis on the basis of the roent- 
gen features alone is fraught with error. Even though 
there are suggestive differential features in the roent- 
gen appearance of certain miliary lesions, a final diag- 
nosis should not be made by roentgenographic inter- 
pretation alone. 

At times a presumptive diagnosis can be made after 
a careful history and physical examination. In many 
cases, however, the etiology is established only after 
exhaustive studies, such as bronchoscopy with exami- 


lymph node—carcinomatosis. 


Figure 2. Diffuse bilateral nodular densities. Di- 
agnosis by physical evidence of chickenpox— 


Diagnosis by histologic examination of scalene 


Figure 3. Fine miliary lesions and cardiac en- 
largement suggestive of pericarditis. Diagnosis by 
bacteriologic examination of bone marrow aspi- 
rate—miliary tuberculosis. 


nation of the bronchial fluid, blood and bone marrow 
studies, tuberculin, histoplasmin, coccidioidin, toxo- 
plasmin and blastomycin skin tests, bacteriologic and 
cytologic study of sputum, and biopsy of a peripheral 
or scalene lymph node. 

An absolute diagnosis may not be forthcoming by 
these methods, and a direct lung biopsy may then 
permit a rapid and accurate diagnosis. The lung speci- 
men can be analyzed by histopathologic, chemical and 
bacteriologic techniques. Infrequently, the cause is not 
ascertained even after these complete studies and after 
prolonged observation. 

The subject is complex because so many conditions 
may produce diffuse pulmonary densities. The lesions 
may arise in any of the structures in the lungs—pul- 
monary circulation, lymphatics, bronchioles, alveoli 
and interstitial tissue. The provoking agent may be 
bacterial, viral, mycotic, chemical, neoplastic, allergic. 
vascular, traumatic or hemopoietic. 

For proper therapy and prognosis, a precise diag- 
nosis is mandatory. This can usually be accomplished 
by a careful correlation of roentgenographic and clini- 
cal analysis. 


Figure 5. Diffuse linear and nodular densities. Figure 6. Bilateral nodular infiltration. Diag- 


nosis by histologic examination of lung biopsy— 
sarcoidosis. 


mosis. 
< 


Diag- 
psy— 


This is the second in a series of five articles relating to 
problems of brain damage in children. 


SPEECH is an extremely compiex type of neural activity. 
Itis not the particular function of any one isolated part 
of the brain, but is the manifestation of the coordinated 
activity of the brain as a whole. Nevertheless, there are 
certain areas of the brain that are especially related to 
speech. Their loss will affect some neural aspect of 
speech or make speech impossible. Anatomically, the 
various parts of the cerebral cortex that are directly or 
indirectly concerned with the function of speech form 
a mosaic. Each part has its own specific function, but 
the effective cooperation of all component parts is es- 
sential for understandable and effective speech. 


Euphasia, Eugnosia and Eupraxia 


The normal processes underlying the cortical mech- 
anism of speech are grouped under the name of eupha- 
sia, Two other cortical functions are essential for nor- 
mal speech: eugnosia and eupraxia. Eugnosia is the 
ability to recognize, identify and understand the sig- 
nificance of objects perceived through the general and 
special sense organs. Eupraxia is the ability to perform 
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The cerebral cortex is a storehouse of memory patterns 
that grows as countless sensory impulses are relayed to tt. 

They remain, for future recognition and recall. 

Such memory patterns must also develop for the muscular move- 
ments required to express thoughts, and for the symbols of spoken 
and written speech. The cortical areas required for these “engrams” 
are widely scattered but intricately interconnected. 

The anatomic complexities of speech are such that lesions 

in the brain may lead to diverse disturbances of recognition, 
identification and understanding of the significance 

of objects, and written and spoken words; 

as well as disturbances of the ability to use them. 


Disturbances of Language Formulation and Expression 


BY OTHMAR 


Georgetown University School of Medicine 
Washington, D.C. 


SOLNITZKY, M.D. 


simple or complex purposive movements. Correspond- 
ingly, disturbances in these three cortical functions are 
called aphasia, agnosia and apraxia. 

The cortical areas subserving euphasia, eugnosia and 
eupraxia are different with each of these functions, yet 
they are so interrelated that a disturbance in an eugnos- 
tic center will result in disturbance in eupractic and 
euphasic activity, and vice versa. 

The cerebral cortex has as its chief function the 
development and elaboration of intellectual capacity, 
and the utilization of the memory of experience in pro- 
moting the attainment of various types of motivations. 

During the life of an individual, the cortex becomes 
a gradually increasing storehouse of memory patterns, 
or engrams, to be synthesized into ideas and concepts. 
The development of such memory patterns—kinesthe- 
tic, visual, auditory, somesthetic, gustatory and olfac- 
tory—depends upon the arrival at the cortical level of 
sensory impulses from the peripheral sensory end 
organs. Such sensory impulses are relayed directly to 
the thalamus, whence they are transmitted in an 
orderly fashion to specific cortical areas. These are 
known as the primary sensory receptive cortical areas. 
These are the first cortical areas to mature in the in- 
fant. With further experience, other cortical areas, 
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Primary gustatory area“ 


Figure 1. The primary sensory cortical areas. 


known as the secondary sensory cortical areas, mature. 
These are concerned with the storing of sensory en- 
grams for future use in recognition and recall. 

The primary and secondary cortical sensory areas 
are indispensable to eugnosia, eupraxia and euphasia. 
Since they are of fundamental importance in all three 
of these cortical functions, they will be described first. 


The Primary Sensory Cortical Areas 


The primary sensory cortical areas are concerned 
with the reception of sensory impulses of a particular 
modality from the thalamus. Sensory impulses of 
whatever modality or source are not relayed to the 
cerebral cortex in a haphazard fashion. In the thalamus 
they are organized according to modality and “filed.” 

Since no sensory impulse (with the exception of 
olfactory impulses) can become effective in eugnosia, 
eupraxia or euphasia unless it first reaches its own 
specific primary cortical sensory area, these areas are 
essential to the development of knowledge, memory, 
imagination and will. These areas perform two im- 
portant functions: (1) They are concerned with sen- 
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sory perception, and (2) they activate the surrounding 
secondary sensory cortical areas as well as distant 
higher centers of the cortex. Memory is thus developed. 

There are five such primary sensory cortical areas: 
the visual, auditory, somesthetic, gustatory and olfac- 
tory (Figure 1). 


Tue Primary Visuat Cortical AREA 


The primary visual sensory cortical area (area 17) is 
located in the occipital lobe, chiefly on the medial sur- 
face of the hemisphere, in relation to the calcarine fis- 
sure. This is the only cortical area to which sensory 
visual impulses can be relayed from the thalamus for 
conscious perception. This area enables one only to 
**see.”” It does not enable one to recognize what one 
sees. Nor is it alone sufficient to be able to recall things 
seen. It makes possible the perception of colors, shapes, 
forms, animate and inanimate objects as well as of 
written and printed symbols of language. Each primary 
visual area receives, by way of the thalamus, visual im- 
pulses from both eyes. Here the perceptions are syn- 
thesized so that the object is seen as one. 

Destruction of one visual primary receptive area ré- 
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sults in half-blindness in each eye (homonymous 
hemianopsia). Destruction of both cortical primary 
yisual areas results in total blindness. Such blindness 
is called “‘cortical” to distinguish it from “‘peripheral” 
blindness due to lesions of the eye or optic nerve. In 
cortical blindness the pupillary reflexes are retained; 
in peripheral blindnes, they are lost. 


Tue Primary Auprrory Cortical AREA 


The primary auditory area is located in the first 
temporal convolution (the gyrus of Heschl). Each 
primary auditory area, as in the case of vision, receives 
impulses via the thalamus from both ears, but pre- 
dominantly from the ear of the opposite side. This area 
is the only cortical area receiving first auditory im- 
pulses produced by natural sounds or sounds of verbai 
speech. 

Destruction of one auditory area does not result in 
deafness, but in diminished auditory acuity, more 
marked on the contralateral side. Bilateral destruction 
of this area results in cortical deafness. In cortical 
deafness, the individual cannot hear, but can still 
respond to unexpected loud noises in a reflex manner. 


Tue Primary SOMESTHETIC CorTICAL AREA 


The primary somesthetic area is located in the post- 
central convolution of the parietal lobe. The somesthe- 
tic area is concerned with the reception of impulses of 
touch, pressure, pain, proprioception and vibration, 
chiefly from the contralateral side. 

In the case of the hand, for instance, the relation- 
ship is always contralateral; in the case of the lower 
extremity, it is predominantly, but not exclusively 
contralateral. 

Since the thalamus is capable of some conscious 
activity, destruction of the somesthetic area does not 
result in anesthesia. This area thus differs from the 
visual and auditory areas. However, the somesthetic 
area is essential for localization of stimuli activating 
the somesthetic end organs (touch corpuscles, free 
nerve endings, Pacinian corpuscles, muscle spindles, 
etc.) as well as for sensory discrimination. Distinguish- 
ing between two weights or closely graded tempera- 
tures is impossible without the intactness of this area. 


Tuer Primary Gustatory CorTIcAL AREA 


The gustatory receptive area is located on the insula 
which is hidden in the lateral or Sylvian fissure cours- 
ing between the temporal and frontoparietal lobes. It 
is closely associated with the cortical centers for the 
digestive system, located also in the insula. This cen- 
ter is not characterized by laterality, as it receives 
gustatory impulses by way of the thalamus from the 
taste buds of both sides of the tongue. 
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While destructive lesions in this cortical area are 
rare, irritative lesions leading to epileptic convulsions 
do occur. In such cases, the aura of the attack is gusta- 
tory in nature. The attack may then spread downward 
to involve the digestive centers of the insula with 
nausea and epigastric pain, or it may spread upward 
toward the motor area. 


Tue Primary Oxracrory CorticaL AREA 


The olfactory cortical area is located on the medial 
surface of the hemisphere, near the tip of the temporal 
lobe in the so-called uncus. Each uncus receives olfac- 
tory impulses from the olfactory end organs in both 
nasal cavities. 

Since olfactory impulses are relayed bilaterally and 
can spread to distant areas, loss of smell very rarely 
results from destruction of the uncus. Irritative lesions 
of the uncus, on the other hand, and again epileptic 
attacks with an olfactory aura can here be initiated 
(uncinate fit). 

Of the various primary sensory cortical areas, only 
three play great roles in psychic processes: the visual, 
auditory and somesthetic. 

It is clear that the primary sensory cortical areas, in 
themselves, are inadequate to form memory patterns or 
engrams. Nevertheless, such engrams could not be 
formed in the secondary sensory cortical areas without 
anatomic intactness of the primary areas. They repre- 
sent the primary centers of activity in the cerebral cor- 
tex from which all knowledge and thought develop. 
They are indispensable as centers of dissemination in 
the process of integration of sensations—the areas 
from which impulses spread to the secondary areas 
where engrams of thought are formed. 


The Secondary Sensory Cortical Areas 


In the secondary sensory cortical areas, sensory 
memory patterns are developed. These areas are acti- 
vated by the nearby primary areas. Since only the 
somesthetic, visual and auditory secondary areas are 
important in eugnosia, eupraxia and euphasia, the 
present description will be limited to these three areas 
(Figure 2). 

Each secondary sensory area is activated by impulses 
reaching it from its corresponding primary sensory 
area. 

While the primary sensory areas function in sensory 
perception, the secondary sensory areas have two im- 
portant functions to perform: (1) They are essential 
for the interpretation of sensation during the process of 
observation and recognition; and (2) they make possi- 
ble the recall of the memory of previous sensory expe- 
riences by voluntary effort or by thought association. 
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Figure 2. The secondary sensory cortical areas. 


THE SECONDARY VisUAL CorTICAL AREAS 


The secondary visual areas (areas 18 and 19) sur- 
round the primary visual area (area 17) in the occipital 
lobe. The secondary visual areas are the only second- 
ary sensory areas in which the functions of recognition 
and recall are anatomically separated. Area 18, which 
lies in apposition to area 17, is concerned exclusively 
with the recognition of objects, animate or inanimate. 
It is not concerned with the recognition of written and 
printed symbols of language and is hence not con- 
cerned with speech. In many cases, area 18 is so sub- 
divided both anatomically and functionally, that its 
upper part is concerned with the recognition of ani- 
mate objects while its lower part, with that of inani- 
mate objects. Area 19, which surrounds area 18, is con- 
cerned with the recall of visual memory relating to 
objects, but not to language symbols. 


THE SECONDARY AUDITORY CORTICAL AREA 


The secondary auditory sensory area (area of Wer- 
nicke) is adjacent to the gyrus of Heschl, occupying 
an area in the posterior part of the first temporal con- 
volution on the lateral surface of the hemisphere. In 
contrast to the visual secondary areas, the secondary 
auditory area functions as a whole in the recognition 
and recall, not only of natural sounds, but also of the 
sounds of spoken speech. 


THE SECONDARY SOMESTHETIC CORTICAL AREA 


The secondary somesthetic area occupies the upper 
parietal lobule, just behind the primary somesthetic 


86 


area. The secondary somesthetic area is necessary for 
the recognition and recall of the shape, form, texture, 
weight, etc., of objects by the sense of touch, pressure, 
pain, temperature, proprioception and vibration. It is 
the cortical center for stereognosis. Each specific secon- 
dary sensory area transmits impulses to other secon- 
dary sensory areas, to the thalamus, and to the parietal 
association area. Consequently, the various sensory 
perceptions aroused from one object lead to the forma- 
tion of engrams by each sensation in the various secon- 
dary sensory areas. In turn, these engrams become in- 
terrelated in the thalamus and parietal association 
area. The secondary sensory areas thus constitute cor- 
tical mechanisms of a higher order for association and 
correlation of elementary sensations. 

Destructive lesions of the secondary sensory areas 
lead to disturbances in the recognition and recall of 
things seen, heard or felt; in other words, to agnosia. 


CEREBRAL DOMINANCE 


While the primary sensory cortical areas show no 
indication of cerebral dominance, this is not wholly 
true of the secondary sensory areas. The visual second- 
ary areas—areas 18 and 19—show the greatest degree 
of cerebral dominance, particularly area 19. Next in 
order, is the auditory secondary area, the degree of 
dominance being of a much smaller degree. The 
secondary somesthetic area, on the other hand, like 
the primary sensory areas, shows no dominance. The 
dominance shown by the secondary visual and audi- 
tory areas is not enduring, since the minor secondary 
area can be retrained with little difficulty, as a rule. 
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Agnosia 


Agnosia is a disturbance of recognition, due to an 
organic lesion of one of the secondary sensory areas. 
Since in agnosia the primary sensory areas are not 
affected, there is no disturbance in primary percep- 
tion, such as blindness, deafness or anesthesia. If the 
lesion is strictly limited to the secondary areas, there 
is also no derangement of mental capacity. 

Each type of agnosia is referable to one sense organ 
only. There are only three major types of agnosia: 
visual agnosia, auditory agnosia and tactile agnosia. 
Since it is usually impossible to distinguish gustatory 
and olfactory agnosias from primary gustatory and 
olfactory perceptions, these two types will not be con- 
sidered here. 


VisuaL AGNOSIA 


Lesions of area 18 result in pure visual agnosia for 

animate or inanimate objects. There is no interference 
with the recognition of language symbols, since en- 
grams for these are stored in another cortical area, the 
angular gyrus. 
In visual agnosia, the patient can see and recall the 
features of objects or persons, but he cannot recognize 
them when confronted with them. In other words, 
while the patient is not blind, he behaves as though he 
were. Since he cannot recognize objects by sight, he 
tries to do so by other sense organs. Thus, if he is 
shown a watch, he cannot identify it by sight, but will 
immediately recognize it as a watch if allowed to hear 
its ticking or if permitted to feel it in his hand. Again, 
while the patient is, so to speak, “blind” as far as ani- 
mate or inanimate objects is concerned, he has no dif- 
ficulty in reading and writing. Area 18, thus, is not a 
storehouse of visual symbols of written or printed 
language. Finally, while unable to identify objects 
seen, the patient, when asked, can recall the physical 
features of objects or persons he cannot recognize on 
sight. 

Lesions of the other secondary visual area (area 19) 
is associated with difficulty not in recognition but in 
the recall of the physical aspects of things seen. Thus, 
while the patient can recognize a watch promptly 
when looking at it, he cannot describe the features of a 
watch by mere recall. 

Combined lesions of areas 18 and 19 are particularly 
debilitating since the patient can neither recognize by 
sight nor recall the visual memory of his belongings, 
friends, home and environment. He therefore cannot 
orient himself in space. 

Lesions of the upper part of area 18, in many per- 
sons, results in visual agnosia for animate objects alone. 
Such a patient is unable to recognize members of his 
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family, his friends or coworkers, and even parts of his 
own body. Inability to recognize one’s own person by 
sight is called visual autotopagnosia. 

Lesions of the lower part of area 18 may result in 
visual agnosia for inanimate objects. Thus, while the 
patient can recognize living persons and animals, he 
cannot recognize things in his environment. In feeding 
himself, he does not know what he is eating by sight, 
but only by the sense of taste, touch or temperature. 

Lesions that affect only a small part of area 18 are 
associated with partial visual agnosia, that is, visual 
agnosia not for the whole object but only for its color, 
size, shape, etc. Visual agnosia for color is called 
achromatopsia. 


Aupbrrory AGNOSIA 


Auditory engrams for natural sounds are stored in 
the secondary sensory auditory area of both hemi- 
spheres, while engrams for the sounds of spoken lan- 
guage are stored predominantly in the secondary 
auditory area of the major or dominant hemisphere. 
Thus, lesions of the secondary auditory area of the 
dominant hemisphere may result in inability to un- 
derstand spoken language (auditory aphasia) while 
recognition of natural sounds, including musical 
sounds, is retained. This subject will be treated 


further under aphasia. 


TACTILE AGNOSIA 


Tactile agnosia, also known as astereognosis, signi- 
fies the inability to identify an object when placed in 
the hand. The lesion causing this type of agnosia is 
usually in the superior parietal lobule, or the second- 
ary somesthetic area. However, astereognosis can be 
produced by lesions elsewhere, for example, in the 
primary somesthetic area. 

Tactile agnosia affects invariably the hand on the 
side opposite the lesion. Bilateral tactile agnosia, 
therefore, presupposes a lesion of the superior parietal 
lobule of both sides. There is one exception to this 
rule. In tactile eugnosia, the major area 19 plays an im- 
portant part since it enables the patient to recall visu- 
ally the physical attributes of things felt. With a lesion 
of the major area 19, therefore, there will be tactile 
agnosia even though the secondary somesthetic area is 
not involved by the lesion. 


Eupraxia 


Eupraxia is the ability to perform simple or complex 
purposive movements spontaneously or on command. 
Eupraxia implies two important elements: (1) an 
ideational plan and (2) motor memory patterns. 

In performing a purposive movement, an ideational 
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Figure 3. The cortical areas of eupraxia. 


plan is necessary for the efficient performance of the 
act, in order to ensure the proper sequence of the 
various movements necessary for the completion of the 
act. Thus, in lighting a cigarette, it is essential that the 
temporal sequence of the individual movements— 
placing the cigarette to the lips, lighting the match and 
puffing on the cigarette while lighting it—be psychic- 
ally elaborated. The elaboration of ideational plans is 
the result of training and experience. 

As the result of repetition and practice, a separate 
ideational plan for each skillful act is stored in the 
cerebral cortex and can be recalled each time that the 
act is to be performed. For skillful movements involving 
only one limb, for instance, the hand, a separate idea- 
tional plan is elaborated in each hemisphere. In the 
case of skillful movements requiring the simultaneous 
use of both limbs, a single ideational plan is elaborated 
in the major cerebral hemisphere only. 

Depending upon the number of individual move- 
ments forming the pattern of the whole act, ideational 
plans vary in complexity. There is no special single 
cortical area responsible for the elaboration of the 
ideational plan. It is the function of several cortical 
areas, particularly of the parietal and occipital lobes. 
The synthesis of the ideational plan is the function of 
the supramarginal gyrus. 

Given an ideational plan, its execution now demands 
the appropriate kinesthetic memory patterns necessary 
for the actual execution of the movements of the act. 
Such memory patterns are stored in the premotor 
cortex. To actually execute the act, the premotor 
cortex must activate the motor cortex. 


Hence, in addition to the primary and secondary 
sensory areas which are fundamental in the elaboration 
of an ideational plan, eupraxia depends upon tlie in- 
tactness of the following cortical areas: the premotor 
cortex, the true motor cortex, the parietal association 
area and the supramarginal gyrus (Figure 3). 


Tue Premotror CorTEex 


This is a storehouse for kinesthetic memory patterns 
of specific movements necessary for purposive activity. 
It cannot initiate movements for skillful activity. It is 
activated by the higher ideational areas of the cortex 
and, in turn, activates the true motor cortex for the ul- 
timate execution of purposive activity. The premotor 
cortex thus acts as a coordinating or organizing zone, 
guiding the motor cortex. 

The premotor cortex lies wholly in the frontal lobe, 
in front of the motor cortex with which it is coexten- 
sive. The topographic representation of the body here 
parallels that of the motor cortex; however, it is not so 
precise as in the latter. 

The premotor cortex is not functioning at birth. 
Memory patterns for specific movements cannot be 
developed until such movements have been repeated 
over and over again. Memory patterns are eventually 
stored in different parts of the premotor cortex de- 
pending upon the muscle groups used in the perform- 
ance of such movements. 

Lesions of the premotor cortex result in apraxia. 
Destruction of a particular portion of the premotor 
cortex will result in loss of certain purposive move- 
ments whose memory patterns are stored in the site of 
the lesion. 

Other purposive movements whose memory pat- 
terns are stored in the still intact portions of the pre- 
motor cortex can still be executed. Thus, a patient may 
lose the ability to typewrite, but may still be able to 
sing, write or speak. 


THE Moror Cortex 


This area functions in the voluntary control of indi- 
vidual movements. Unlike the premotor cortex, it does 
not contain memory patterns for purposive movements. 
No such movements have ever been elicited from the 
motor cortex by electrical stimulation in conscious pa- 
tients nor with epileptogenic lesions involving this 
area. Movements elicited by electrical stimulation are 
incoordinate and involve contralateral parts of the 
body. Lesions of this area result in loss of voluntary 
movements. 

Destruction of the motor cortex also renders com- 
plicated or skillful movements of the contralateral 
hand, and to a less extent of the foot, permanently im- 
possible. The purposive movements organized in the 
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premotor cortex cannot be executed unless the motor 
cortex is anatomically intact. 

The true motor cortex occupies the anterior wall of 
the central fissure, and adjacent parts of the precentral 
gyrus. It extends not only over the lateral but also into 
the medial surface of the cerebral hemisphere. 

The representation of the body in the true motor 
cortex has two special features: (1) The body is repre- 
sented in an inverse order from above downward, as 
follows: foot, ankle, hip, trunk, shoulder, elbow, wrist, 
finger, thumb, eyelids, mouth, lips, tongue and larynx. 
(2) The representation of the various body parts is pro- 
portional to the physiologic importance of the muscles 
used in the performance of skillful activity. The great- 
est extent of this cortex is thus concerned with those 
parts of the body that are capable of the most delicate 
learned movements (hands and feet). Nevertheless, 
when electrically stimulated, no obvious difference can 
be noted in the response between skilled and unskilled 
individuals, whether young or old. This shows that the 
memory patterns for skilled movements are not stored 
in the motor, but in the premotor cortex. Hence, 
lesions of the motor cortex do not result in apraxia, but 
in paralysis. 


Tue ParteETAL ASSOCIATION AREA 


This area is composed of the greater part of the 
parietal lobe as well as of adjacent parts of the temporal 
and occipital lobes. Its importance lies in the fact that 
it receives impulses from the various secondary sensory 
areas. It surrounds the supramarginal gyrus. It is in 
this area that visual, auditory, tactile, gustatory, ol- 
factory and kinetic engrams are synthesized. It is in 
this extensive area of the cortex that the ideational plan 
is formulated. It is through the connection of this area 
with the secondary sensory areas that any significant 
sensory perception derived from a certain object is 
capable of promptly revivifying the memory of other 
one of sensory perception derived from the same 

ject. 


Tue SupRAMARGINAL Gyrus 


This is located in the anterior part of the inferior 
parietal lobule. It is flanked anteriorly by the primary 
somesthetic area and posteriorly by the angular gyrus, 
the storage house for symbols of written and printed 
language. The cortex of the supramarginal gyrus is 
necessary for the execution of the ideational plan, but 
not for its formulation. It is connected with the pre- 
motor cortex of its own side by association fibers, and 
with that of the opposite side by way of the corpus cal- 
losum. The supramarginal gyrus shows dominance, so 
that lesions of this gyrus may result in bilateral dis- 
turbances of eupraxia. 
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Apraxia 


Apraxia is the inability to perform, or imitate on re- 
quest, a purposive movement or act. Such inability 
exists in spite of the absence of any impairment of in- 
tellect, memory, will, motor coordination or motor 
power. Before making a diagnosis of apraxia, therefore, 
it is essential to eliminate paralysis, ataxia, mental con- 
fusion or disorientation, agnosia and hyperkinesis—as 
found in basal ganglionic disease (chorea, athetosis, 
etc.). 

In apraxia, the patient understands perfectly what 
he is asked to do; he understands the use of the object 
he is requested to manipulate; he desires to perform 
the requested movement or act, and yet he cannot do 
so properly. In making errors in the execution of the 
act, he is conscious of his errors and feels sorry for 
them. 

Apraxia may be due to a focal lesion of the premotor 
cortex, or of the supramarginal gyrus, as well as to 
diffuse, nonlocalizable lesions affecting the subcortical 
connections of the supramarginal gyrus or the parietal 
association area. 

Apraxia is classified both anatomically and clinically 
into three major types: (1) cortical motor pattern 
apraxia, (2) ideokinetic apraxia, and (3) ideational 
apraxia. 

Each of the above types may be present alone in any 
one patient, or two or all three types may coexist. 
Ideokinetic apraxia is the most common, while cortical 
motor pattern apraxia is the least common variety. 


CorticaL Motor PATTERN APRAXIA 


This type of apraxia is due to a lesion of the pre- 
motor cortex. It involves only those movements whose 
memory patterns are stored in the specific portion of 
the premotor cortex involved by the lesion. Since the 
true motor cortex is immediately adjacent to the pre- 
motor cortex, a lesion affecting both results not only in 
cortical motor pattern apraxia, but also in some degree 
of paralysis. 

This type of apraxia affects characteristically the 
hand of the side opposite the lesion. The hand cannot 
be used for delicate movements on command. The pa- 
tient cannot use the fingers individually and cannot set 
one finger apart from the others. The central part of 
the upper extremity is usually not affected so that the 
patient can touch the tip of his nose with his finger. 

A lesion of the premotor cortex of the dominant 
hemisphere may possibly cause bilateral apraxia of the 
hands, due to the removal of the guiding influence of 
the hand area of the dominant side on that of the minor 
side. In such cases, the apraxia of the left hand is 
called sympathetic apraxia. 
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Figure 4. Subcortical connections of eupractic centers. a. Lesion of 
major supramarginal gyrus results in bilateral apraxia. b. Lesion 
of corpus callosum results in homolateral apraxia. 


IDEOKINETIC APRAXIA 


This type is due chiefly to lesions involving the 
major supramarginal gyrus or the corpus callosum 
(Figure 4.). It is thus due to an interruption of path- 
ways linking the ideational plan with the motor mech- 
anism necessary for its execution. The difficulty lies in 
the inability to translate clear ideas into intelligent 
actions. 
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Ideokinetic apraxia may affect the performai e of 
acts in general, or of specific acts, such as playing an 
instrument, or of symbolic or gestural movements. such 
as saluting or waving goodbye. 

Ideokinetic apraxia involves the whole limb, not only 
its peripheral part as is the case with cortical motor 
pattern apraxia. 

The patient with this type of apraxia finds it difficult 
to initiate the requested movement, and to control the 
direction of movement. He states that the limb will not 
go where he wants it to go. Always, he tries to execute 
the requested movement, even though he often does 
something entirely different from what he intended. 
Yet it is characteristic of this type of apraxia that the 
patient can perform a complicated act spontancously, 
even though he cannot do so on request. 

Ideokinetic apraxia may involve the whole body, but 
usually it is confined to a part of the body. The most 
common varieties are: ideokinetic apraxia of the face 
(inability to show the teeth) ; mouth (inability to pro- 
trude the tongue) ; swallowing; limbs; trunk (inability 
to lie on the side or face), and gait (inability to walk, 
with or without aid). 

In the classical type of ideokinetic apraxia there is 
no involvement of verbal speech or writing. 


IDEATIONAL APRAXIA 


This type of apraxia is never due to a focal lesion. 
It is always associated with diffuse lesions (cerebral 
arteriosclerosis, multiple vascular lesions, multiple 
tumors, toxic conditions). It affects both sides of the 
body. It affects especially complicated acts, with a dis- 
turbance of the ideational plan, and not of the execu- 
tion of a particular movement. There is inability to 
carry out a series of acts in proper sequence, either 
spontaneously or on command. When asked to light a 
cigarette, the patient performs properly each indi- 
vidual movement, but the sequence is disturbed. Thus, 
he may place the match to his lips, or fail to puff on the 
cigarette, or fail to bring the lighted match to the ciga- 
rette. Again, trousers may be used as a coat or he may 
fail to button his shirt. 


Euphasia 


Euphasia signifies normal speech, based on a normal 
anatomic and psychic substratum. Speech, whether 
verbal or written, is the chief means of communication 
between humans. The mental and physiologic proc- 
esses underlying the function of speech are very intri- 
cate, and become efficient only after a rather long 
period of training and experience. 

From an anatomic as well as psychic point of view, 
speech is based on the following elements: 
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1. Engrams or memory patterns for symbols of writ- 
ten or printed language as well as symbols of speech 
sounds. Such engrams are stored in special cortical 
areas. It is obvious that the elaboration of such sym- 
bols requires the intactness of the primary sensory 
areas. 

2, Engrams or memory patterns for the muscular 
movements required to express thoughts by verbal and 
written speech. Such engrams are kinetic, and refer 
especially to the muscles of the hand and the muscles 
of articulation. Different languages require different 
engrams, not only on the sensory but also on the motor 
side. 

3. Mere symbols of spoken or written speech are not 
speech. Such engrams must be combined into meaning- 
ful sentences or series of connected sentences. This re- 
quires formulation of language, the function of a 
separate cortical area. 

4. Since the various cortical areas concerned with 
the sensory and motor engrams and their formulation 
into language are scattered over the lateral surface of 
the hemisphere, their efficient working together re- 
quires subcortical connections between them. Hence, 
if the function of speech is to be normal, all these 
cortical areas and their subcortical connections must 
be intact. Conversely, damage to any of these areas or 
their subcortical connections will be necessarily fol- 
lowed by a disturbance of speech of one form or an- 
other. 

Expressive speech is of two varieties: propositional 
and emotional. Propositional speech is used primarily 
for the expression of meanings, while emotional speech 
is used primarily for the expression of feeling. In 
human society, propositional speech has become dom- 
inant. It is always linked, under normal conditions, to 
the major hemisphere. Emotional speech, on the other 

hand, is linked to the minor hemisphere. 

The cortical areas that are most intimately con- 
cerned with speech are the following: (1) the angular 
gyrus; (2) the area of Wernicke; (3) the handwriting 
center; (4) the motor speech area of Broca; (4) the 
language formulation area, and (5) the area for calculia 
(Figures 5 and 6.). 


Tue AncuLaR Gyrus 


This is the visual speech recognition and recall area, 
and contains the memory patterns of symbols of written 
or written language. Such engrams are essential for 
reading and writing. The angular gyrus is not con- 
cerned with the recognition and recall of animate or 
animate objects, but only with the visual symbols for 
them as found in reading and writing. 

The angular gyrus is located in the posterior part of 
the inferior parietal lobule, immediately in front of 
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Figure 5. Cortical speech centers. 
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Figure 6. Subcortical connections of speech centers. 
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area 19, above the area of Wernicke and the language 
formulation area, and behind the supramarginal gyrus. 

Usually, there is considerable dominance here, so 
that only the major angular gyrus performs the func- 
tion of recognition and recall of visual symbols of 
language. 

Specifically, the angular gyrus is concerned not only 
with the recognition of written or printed letters, sylla- 
bles and words, but also with their interpretation. 
However, in many individuals the interpretation of 
visual language symbols by the angular gyrus depends 
greatly on its connection with the area of Wernicke, 
since auditory memories are in such cases essential to 
the interpretation of written and printed words. This 
explains the fact that a lesion of the major area of 
Wernicke or of its subcortical connection with the 
angular gyrus results, in many cases, in disturbance of 
recognition and interpretation of visual language sym- 
bols (alexia). 

The major angular gyrus is also intimately linked 
with the major area 19. Hence, the function of the 
major angular gyrus in the recognition of visual lan- 
guage symbols suffers with lesions of the major area 19. 


Tue AREA OF WERNICKE 


This is the auditory speech recognition and recall 
area, and contains the memory patterns of verbal 
sounds of speech. It is concerned with the recognition, 
interpretation and recall of the sounds of spoken 
speech. It lies in the posterior part of the first temporal 
convolution. This area also shows dominance, but this 
is not so marked as in the case of the angular gyrus. 

During the development of speech, it is the area of 
Wernicke that is matured and perfected first. This 
process often antedates by a considerable period of 
time the elaboration of the angular gyrus. 


THe Hanpwritinc CEenTer (OF Exner) 


This area contains the kinetic engrams of move- 
ments used in writing. This is not an automatic writing 
center since it depends for its normal function on the 
visual language symbols stored in the angular gyrus, 
the verbal speech symbols stored in the area of Wer- 
nicke, and, finally, on the language formulation area. 
It is only when these cortical areas and their connec- 
tions with the handwriting center are intact that the 
latter can function properly in writing. The hand- 
writing center is situated in the middle frontal convo- 
lution, in line with the arm area of the true motor 
cortex. 


Tue Moror SpeecH AREA OF BROCA 


This is the storage house of the kinetic memory pat- 
terns of movements used in spoken speech. Like the 
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handwriting center, this center also is not an auto- 
matic speaking center. Electrical stimulation of this 
area in conscious patients never results in a flow of in- 
telligent speech, because it merely contains the kinetic 
engrams of speech movements. Its proper functioning 
requires the intactness of the angular gyrus, the area of 
Wernicke and the language formulation area and their 
interconnections. The motor speech area lies in the 
inferior frontal convolution, just below the handwriting 
center. 

The motor speech area is not the cortical center for 
the voluntary control of the muscles used in speech. 
The latter center lies in the true motor area. Therefore, 
lesions of the motor speech area of Broca do not result 
in paralysis of these muscles, but render their use im- 
possible in verbal speech. They are still available for 
the execution of other motor acts, such as swallowing, 
singing, etc. 


Tue LANnGuAGE FoRMULATION AREA 


This area is concerned with the formulation of con- 
cepts into correct syntactical sentences. It is here that 
visual and spoken speech symbols are integrated and 
coordinated with the kinetic engrams of the handwrit- 
ing and motor speech areas into finished language. It 
occupies a fairly large area on the lateral surface of the 
hemisphere, extending over the posterior portions of 
the superior, middle and inferior temporal convolu- 
tions, just in front of area 19. 

The language formulation area is in constant and 
close association by means of subcortical connections 
with all the other speech areas of the cortex. This area 
shows marked dominance. As a rule, the language 
formulation area of the minor hemisphere functions 
only for the crudest sort of language. 


Tue AREA FOR CALCULIA 


This area contains the visual engrams for mathe- 
matical figures. It is concerned with the recognition, 
recall and interpretation of such symbols. It is a very 
small area, situated in the posterior part of the angular 
gyrus and extending somewhat into the occipital lobe. 


Aphasia 


Aphasia designates any disturbance of any aspect of 
speech—understanding, expression, formulation or 
calculation. 

Anatomically, aphasias are conveniently classified 
into sensory and motor aphasias. However, pure types 
of aphasia are not the common rule. Lesions affecting 
the speech centers are usually sufficiently large to 
affect not only more than one speech center, but also 
their subcortical connections. 
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Sensory APHASIA 


This type of aphasia is due to a lesion involving 
chiefly the speech centers in the parietal and temporal 
lobes. It is most convenient and practical to describe 
sensory aphasia in relation to the speech center in- 
volved. 

Lesions of the major angular gyrus do not result in 
blindness but in sensory visual aphasia. This is the in- 
ability to recognize, recall and interpret visual language 
symbols. Thus, while the patient is not blind, he can- 
not understand the symbols of written or printed lan- 
guage and, therefore, cannot read (alexia) and write 
(agraphia). In spite of the inability to read and write 
in such cases, spoken speech may otherwise be un- 
affected. Due to the marked dominance of the major 
angular gyrus, the minor angular gyrus rarely attains 
the degree of perfection seen in the major gyrus, unless 
the latter is destroyed early in life. 

Lesions of the area of Wernicke result in sensory 
auditory aphasia, that is, the inability to understand 
spoken language. There is no deafness or impairment 
of auditory acuity. The patient hears the spoken words 
but to him they are a foreign language. If he is asked to 
do something, he fails because the directive words are 
meaningless to him. This lack of comprehension of 
spoken words prevents the patient also from recogniz- 
ing and understanding what he himself says. Conse- 
quently, what he himself says is often a meaningless 
jargon. 

The close connection of the area of Wernicke and 
the angular gyrus in many individuals explains the fact 
that a lesion of the major area of Wernicke results not 
only in sensory auditory aphasia, but also in sensory 
visual aphasia (alexia and agraphia). 

Lesions of the language formulation area result in a 
variety of speech disturbances, which may be classified 
as paraphasia, jargon aphasia and amnesic aphasia. 

Paraphasia results from the crippling of the major 
language formulation area and the use of the minor 
area. It is characterized by severe distortion of the 
phonetic pattern, wholesale substitution of some words 
or phrases for the correct ones, and omissions. Jargon 
aphasia is characterized by volubility in speaking, that 
is, logorrhea, an uninhibited flow of unintelligible 
words. Jargon aphasia is associated also with difficulty 
in wordfinding and understanding; with inability to 
construct correct grammatical sentences, and with per- 
s¢veration. 

Amnesic aphasia, also called nominal aphasia and 
temporal anomia, is characterized by the patient’s in- 
ability to find the appropriate word designating an 
object or an abstract idea. He repeats “I know it but I 
can’t name it.” The patient often uses circumlocution 
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in such cases, saying, “It is to write with,” when trying 
to name a pencil. In amnesic aphasia there is usually 
no impairment of articulation or of the understanding 
of spoken language. 


Motor APHASIA 


This may result from a lesion of the major hand- 
writing area or of the major motor speech area of Broca. 

Lesions of the major handwriting center result in 
inability to express thoughts in written language. 
Agraphia may result from a lesion of the handwriting 
center as the result of loss of engrams of kinetic move- 
ments used in writing, or of the angular gyrus due to 
loss of engrams of visual speech symbols. Agraphia due 


toa lesion of the handwriting center is often associated 


with paralysis of the right arm since the handwriting 
center and the motor cortex are closely placed. In such 
cases, it must first be established that the patient can- 
not write with the left hand before a diagnosis of agra- 
phia is made. Isolated agraphia is very rare. Usually it 
is associated with other manifestations of aphasia, so 
that, as a rule, it has no localizing value. Since the 
handwriting center lies just above the motor speech 
area of Broca, a lesion involving both areas results in 
both agraphia and motor speech aphasia. Since writing 
constitutes the most recently acquired speech function 
and since it is acquired with greater difficulty than any 
other phase of speech, it is the first speech function 
lost in general disease of the brain. In cases where the 
major angular gyrus is trained by the simultaneous 
writing of a word to be read, this speech center may 
become so dependent for its functioning on the frontal 
handwriting center that a lesion of the latter may result 
in agraphia as well as alexia. 

Lesions of the motor speech area of Broca result in 
motor speech or Broca’s aphasia. This type of aphasia 
is characterized by the patient’s inability to express 
himself verbally, in spite of the fact that there is no 
mental confusion or deterioration, and no disability to 
understand perfectly what he reads and what is said to 
him. This inability to express himself is often accom- 
panied by emotional disturbances and the use of gri- 
maces and gestures as a final resort to express the 
thoughts he cannot express by word of mouth. 

Motor speech aphasia is due to a lesion of the major 
area of Broca. It thus constitutes a loss of propositional 
speech. Emotional speech is retained as this is the 
function of the minor area of Broca. Often, when the 
patient cannot express himself with propositional 
speech due to a lesion of the major area of Broca, he 
will express himself with emotional language by using 
the intact minor area of Broca. The use of the latter 
under such conditions is, of course, wholly inadequate 
in expressing the patient’s thoughts. 
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Motor speech aphasia must be sharply distinguished 
from disturbances in phonation, and articulation. 
Lesions affecting the larynx or its nerve supply result 
in dysphonia but not in speech disturbances. Likewise, 
lesions affecting the articulatory structures (such as, 
cleft palate, paralysis of the tongue, loss of teeth, 
lesions of the cerebellum disturbing muscular syner- 
gies, lesions of the pyramidal tracts, lesions of the basal 
ganglia) result in dysarthria, but not in speech dis- 


Care of Tracheostomy Patients 


turbances. Speech is a function of the cerebral co: ‘ex, 
and not of the larynx, pharynx, etc. 

Motor speech, lost after a lesion of the major arc of 
Broca, can be restituted in many cases by traininy of 
the minor area of Broca. 

The minor area of Broca usually does not attain the 
same degree of efficiency in the verbal expression of 
thoughts displayed by the major area of Broca before 
its destruction. 


Pium AND DunNING watched resident physicians and nurses 
in their attendance upon patients who had undergone 
tracheostomy. The results were most appalling. Common 
breaches of good suctioning technique included excessive 
suction pressures, contamination of catheters, introduction 
of a dry catheter into the tracheobronchial tree, roughness, 
suctioning prolonged to the point of causing cyanosis, and 
inadequate suctioning. 

In eight patients who died 18 to 96 hours after tracheos- 
tomy, post-mortem examination of the tracheobronchial 


Nasal Tracheal 


ial 


Keep catheters separate in clean 5 per 
cent sodium bicarbonate. 


12-14 
whistle 
tip 
cath- 


tree disclosed the traumatic consequences of such poor %* 
suctioning. 

The authors have corrected this situation by means of a 
program of education in proper tracheostomy toilet. Attend- 
ants are individually instructed, and the instructions are 
reinforced by bedside posters that display correct tech- 
niques of aspiration, as shown in the accompanying il- 


lustrations. (New England J. Med., 254:193, 1956.) 


Suction equipment with “Y” fitting for 
finger-tip control. 


Figure 1. 


Turn head right 
to aspirate 
the left bronchus. 


Turn head left 
fo aspirate 
. the right bronchus. 


Remove catheter gently... 
at the same time, 

rotating it 360°— 

avoid prolonged 
continuous 

suctioning. 


Insert catheter to maximal 
depth, with “Y” valve open. 
Pull catheter back about one 
centimeter to free tip from 
bronchus wall, and aspirate by 
losing the “Y” valve. 

DON'T pinch tube While aspirating DO use “Y” valve 
Figure 2. 


If catheter “grabs,” 
use “Y” valve 

to release suction 
and prevent 
membrane damage. 


Figure 3. 
Mlustration courtesy Fred Plum, M.D., and New England J. Med. 
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In SEPTEMBER 1953, I reported on the first hundred pa- 
tients having nonarticular rheumatism treated with 
phenylbutazone. Now, having treated the second hun- 
dred, a further bulletin on the use of this drug might 
be useful. 

With the experience gained from the first series of 
cases, it became increasingly evident that the value of 
this drug lies in its ability to relieve acute pain in cases 
of rheumatic disease. It is admitted that long-contin- 
ued administration of the drug may be fraught with 
danger, and also that repeat courses of this medication 
may cause ill effects due to sensitization. Despite this, 
there is no better drug available for the treatment of 
the acute attack of rheumatism. Relief in some cases 
has been obtained in as short a period as 24 hours. 
However, enthusiasm must be tempered with caution. 
There are some patients who do not react as quickly as 
this; and there have been occasions when it has taken 
two or three days before full relief has been obtained. 

This is a potent drug, and precautions must always 
be taken in using it. 


Precautions 


First, phenylbutazone must never be given if there is 
any history of peptic ulceration, since its administra- 
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Phenylbutazone is a potent drug. During therapy, 
careful search should be made for reactivation of peptic ulcer, 
dyspepsia, sodium retention with edema, allergic manifestations 
and hemopoietic depression. The incidence of toxicity 

is extremely low if attention is paid to dosage and duration 

of therapy. In properly selected cases of acute nonarticular 
rheumatism, results indicate that phenylbutazone is almost specific. 
Analysis of 100 cases revealed improvement in 96.5 per cent. 


Phenylbutazone in Nonarticular Rheumatism 


BY EDWARD W. McCORMICK, M.D. 
Agnew, California 


tion can reactivate a gastric or duodenal ulcer. This 
action is central as well as local. 

It has been noted that a peptic uicer was reactivated 
in a case in which the drug was given parenterally. It 
should always be given orally, on a full stomach, as it 
may cause dyspepsia even in patients without gastro- 
intestinal difficulties. 

Second, salt should be restricted. This drug has a 
definite tendency to upset electrolytic balance and 
cause sodium retention. If the patient should develop 
edema of the feet or swelling of the face, then he is not 
obeying instructions. It was noted that one patient re- 
turned after three days with a typical “moon face.” 
On investigation, he admitted that he had had a large 
meal of some luscious ham. He said he forgot that it 
contained salt. 

Third, a blood count should be taken on every pa- 
tient. In no case in this series did phenylbutazone 
affect the hemopoietic system. However, anemia was dis- 
covered in three patients, and the drug was discon- 
tinued in these. 

Finally, if the patient gives any history of allergy, 
careful and frequent checks for allergic manifestations 
should be made all through the course. If the patient is 
not seen every day, it is advisable to telephone and get 
a report on the daily progress. 
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Classification 


Fibrositis of head and neck 


I Complete remission 
Il Major improvement 
III Minor improvement 


IV No response 


Dosage and Duration of Therapy 


The drug is cumulative in its effect, and the course 
of therapy has been adapted to this. The tablets are 
now available only in one strength; namely 100 mg. 
It has been the practice to give 200 mg. (two tablets) 
after each meal for three doses, then to cut down to one 
tablet after each meal for the next three doses. There- 
after, one tablet is given twice a day—after breakfast 
and after dinner—for another day or two. In the ma- 
jority of acute cases, 12 to 15 tablets are usually pre- 
scribed, and this latter number has not been exceeded. 
If relief has not been obtained by this time, then fur- 
ther therapy will be useless. Possibly the diagnosis has 
been in error. 
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Toxic Effects 


The toxic effects in this series of cases were less fre- 
quent than in the first series. This is ascribed to two 
factors. First, no course of treatment was continued for 
longer than one week. Most patients were only given 
the drug for five days, with high dosage at the start of 
treatment, tapering off as time progressed. Second, if 
improvement was not evident after the first 48 hours, 
the drug was discontinued. 

Some patients were found to have slight hypo- 
chromic anemia as mentioned before. This was present 
before phenylbutazone was given, but the drug was 
discontinued anyway, and the anemia was treated later 
on with no ill effects. 
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4 a Series Series Total Per cent 
17 28 45 22.5 
Brachialgia 14 15 29 145 
ee Lumbar fibrositis 37 44 81 40.5 
ire 
see Bursitis of knee 12 5 17 8.5 
Acute gout 5 3 8 4.0 
= Coccygodynia 1 1 2 1.0 
Migraine 5 0 5 2.5 
Rheumatoid arthritis 1 0 5 
4 : Osteoarthritis 5 0 5 25 
Se, 100 100 200 100.0 
a Table 1. 
First Second 
Tee Evaluation Grade Series Series Total Per cent 
36 72 108 54.0 
29 3 32 “i 
5 2 7 3.5 
no effect 
hag 
Table 2. 


There were no cases in which gastric disturbance 
was evident. Strict instructions were given to every pa- 
tient on the necessity of taking the drug after meals. 

Finally, only one case was discovered in which 
edema developed. The necessity for low salt intake had 
been emphasized in every case, and this accounts for 
the general absence of this complication. 


AGRANULOCYTOSIS 


The literature has been searched to find out how 
many patients receiving phenylbutazone have devel- 
oped agranulocytosis. At present, in this country, 12 
cases have been recorded; while in Great Britain, seven 
have been published in the medical journals. The Geigy 
Company, manufacturers of the drug, estimated that 
well over 2,000,000 patients must have received it since 
its introduction. This is a very conservative figure ; but 
taking it as it is, the estimated risk of agranulocytosis 
occurring during a course of treatment of this drug 
would be one in 100,000, or .001 per cent. It should 
also be remembered that not all cases of agranulocyto- 
sis that have occurred after taking this drug have been 
reported in the literature. 


Classification and Evaluation of Results 


For this second series of 100 cases, Buckley’s classi- 
fication of nonarticular rheumatism has been used to 
tabulate cases treated, as follows: 


1. Fibrositis of neck and head.............. 28 
2. Brachialgia 15 
3. Pectoral (and intercostal) fibrositis...... . 4 


6. Plantar fibrositis 


7. Fibrositis in other regions 


In evaluating the response to phenylbutazone, the 
grading of the American Rheumatism Association has 
been used to indicate results as follows: 


Grape I Complete remission.......... 72% 
GravEII Major improvement......... 23% 
Grave III Minor improvement......... 3% 
Grape IV No 2% 


The two cases in Grade IV were the result of in- 
correct diagnosis. The first one gave a history of pain 
in the shoulder shooting down the arm. The drug 
was given with no result, and after 48 hours it was 
discontinued. However, later, it was found that this 
patient was a chronic alcoholic and the pain was a form 
of alcoholic neuritis. 

The second patient proved to have compression 
of the nucleus pulposus between the third and fourth 
lumbar vertebrae. In this case, the drug was discon- 
tinued after two days. 


Comparison of Results 


The second hundred patients were carefully select- 
ed, and took longer to accumulate than the first. A 
glance at the results, however, will show that the per- 
centage of patients improved was much higher than 
was expected (Tables 1 and 2). This confirms the 
statement made earlier that the main use of the drug 
is in the relief of acute rheumatic pain of fibrositis, and 
the results in properly selected cases are almost 
specific. 


Team Approach to Rehabilitation 


TWO PARTICULAR FREEDOMS that the handicapped citizen 
hopes to achieve are freedom from disability and freedom to 
progress toward opportunities equal to those of his able- 
bodied neighbor. Of these he must be assured, and his re- 
habilitation can best be accomplished by group effort put 
forth by physicians and auxiliary health workers who again 
strive toward parallel development of practice, teaching and 
research in the field of rehabilitation. When teams composed 
of physicians and their aids, working in adequately staffed 
institutions, have brought about maximal physical and 
mental rehabilitation, then social workers, educators and 
other men of good will outside the walls must step in to 
assist in effecting the utmost in social and vocational ad- 
Justment of the disadvantaged and his environment, each to 
the other.—Franx H. Krusen, M.p., Proc. Staff Meet., Mayo 
Clin., 30:400, 1955. 
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Disposal of Radioactive Wastes 


THE pisPosat of radioactive wastes may well prove to be one 
of the limiting factors in achieving optimum benefits from 
the general usage of nuclear energy. In the program of ra- 
diation protection, environmental exposures are most im- 
portant and control of the environment is the most fruitful 
field of endeavor. During the present period of expansion 
the sanitary engineer has an epportunity and a challenge 
to prepare himself and to draw upon his previous experi- 
ences in helping to find rational solutions to the problems 
of radioactive wastes. He must gain an acquaintance with 
technics of radiation monitoring and control. With regard 
to ground disposal of wastes, the sanitary engineer should 
arrive at decisions based upon an understanding of the 
hazards and a thorough knowledge of the scientific bases 
for particular proposals.—Roy J. Morton and Epwarp G. 
Srruxness, Am. J. Pub. Health, 46:156, 1956. 
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From an experience with more than 600 babies, 

it ts apparent that they and their parents get along very well 
when solid foods are introduced in the infant's diet 

soon after birth. This concept is put into practical application 
with a six-hour feeding schedule. This is converted quite early 
to a schedule of three meals a day. 


Use of Solid Foods Early in Infancy 


BY WALTER W. SACKETT, JR., M.D. 


Miami, Florida 


THIS REPORT concerns the introduction of solid foods 
within the first few days of infant life, along with the 
initial use of a six-hour feeding interval. This in turn 
is rapidly converted to a three-meal-a-day schedule. 
This program has been used during a five-year period 
for approximately 600 babies. 

When this concept was first reported in 1951, there 
had not been any similar report. In 1953 Gough de- 
scribed the use of a limited portion of the concept— 
namely, early introduction of foods. 


Basic Principles and Methods 


This method is based on a six-hour interval between 
feedings. With the attainment of the three-meal-a-day 
schedule, at approximately five to five and one-half 
weeks, the mothers are advised to work toward the end 
that there is no definite routine otber than the three 
meals a day, each of which may vary within a space of 
several hours (Table 1). 

The use of a bedtime bottle is discouraged. An at- 
tempt is made to convince the mothers of the wisdom of 
making the babies conform to adult lives, rather than 
making the family adjust to the demands of the baby. 

Whenever possible, the mother is instructed when 
she is seen as an obstetric patient. At the time of dis- 
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charge from the hospital, the babies have already been 
on cereal twice daily in the nursery, fed from a spoon, 
in a consistency that resembles putty. The nurses in 
the newborn nursery have as yet to report the first 
baby with an inability to swallow this form of solid 
food. As shown in Table 1, the solid foods are intro- 
duced as follows: At 10 days vegetables are added, at 
14 days, strained meats, at 17 days, strained fruits. At 
weekly intervals thereafter, orange juice, eggs, soups, 
mashed banana, custard puddings and crisp bacon are 
added to the infant’s diet. By the time the baby is 9 
weeks old, he is on a complete diet. 

When the baby is 5 or 6 months old, the mother is 
advised to offer water and fruit juice from a glass, pre- 
paratory to omitting the bottle or nursing at 7 to 9 
months. The mother is further urged to start the baby 
at any time on a regular table food, such as potatoes, 
and later on carrots, string beans and other table vege- 
tables mashed with a fork. These are incorporated as 
part of a regular meal with the aim of stressing to the 
mother the desirability of having the baby eat almost 
entirely from the table with the rest of the family by the 
age of 10 to 12 months. Junior foods are used only 
sparingly, either for the convenience of the mother or 
when some food undesirable for the baby is being 
served the rest of the family. 
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Observations and Results 


As far as weights go, it would seem that there is little 
variation from the average baby on any other schedule, 
although it appears that the immediate neonatal loss in 
weight is not so great and is often erased by the time of 
leaving the hospital at four days. For the next three 
weeks the weight gains seem to lag behind those to be 
expected, but thereafter any deficit is speedily over- 
come. The hemoglobin levels in these infants do not 
vary from the usual for this subtropical climate. 

In this series of some 600 babies, there have been 
about 20 brought to me because they were doing poor- 
ly on a demand-type of routine. The story was that 
the baby would eat when he wanted to, yet seemed to 
cry all the time. The mothers of those babies are my 
best and most grateful patients, because all these 
babies responded beautifully to the six-hour schedule. 

Any normal, healthy, full-term baby can fit into this 
type of schedule. The smallest infant weighed 4 
pounds, 12 ounces at birth and did very well. 

_ In order to assay the results more fully, a question- 
naire was devised and sent to all mothers having babies 
on this schedule. The responses are shown in Table 2. 

To the first question, 96 per cent of the mothers re- 
ported adhering to the six-hour schedule either closely 
or moderately well. This represents a slight increase in 
the percentage of favorable answers when compared to 
a questionnaire sent out several years ago, even though 
the first questionnaire covered a more favorably in- 
clined group in that, for the first year, only volunteer 
mothers were introduced to the schedule, while in sub- 
sequent years all but a few babies that I have delivered 
have been put on this schedule. 

In answering the second question, the percentage of 
mothers adhering to the early addition of foods was 
even more favorable: 92 per cent closely, 7 per cent 
moderately well, 1 per cent poorly and less than 1 per 
cent not at all. These figures indicate an overwhelming 
acceptance of this phase of the program. They also 
support the thought that infants can tolerate advan- 
tageously foods other than milk in the neonatal period. 
Indeed a few mothers, while not willing to admit to the 
advantage of the six-hour interval in feeding, were 
most enthusiastic about the early feeding of solids. 

The results obtained in the third question showed 
that the average age for dropping the midnight feeding 
and putting the infant on a three-meal-a-day schedule 
was five and one-half weeks. Twenty-nine per cent of 
mothers had dropped it by the suggested time on the 
schedule, and 72 per cent had dropped it by six weeks. 
_The answers to the fourth question, in regard to 
time of sitting, standing, walking, etc., demonstrated 
that the babies were in line with the norms. 
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The fifth question would invite a storm of disputes 
if the responses were interpreted too dogmatically. It 
is only the result of specific questions as interpreted by 
these mothers when considering their babies in retro- 
spect. In view of the over-all favorable acceptance of 
the concept, mothers probably were inclined to write 
favorable answers to these specific questions. How- 
ever, the less favorable answers to those parts of this 
question referring to the incidence of allergies and 
occurrence of stomach and bowel upsets might argue 
against inadequate power of discernment on the part of 
the mothers. 

Answers to the seventh question revealed that a high 
percentage of mothers were satisfied with the physical 
and mental development of their babies. This is 
viewed as an expression of contentment with the 
schedule. 


Six-Hour Feeding Schedule 


FEEDINGS AT 6-12-6—12 (Breast and/or bottle) 


Offer waier between feedings but nothing between midnight and 6 a.m. 


At 2-3 Days: Cereal at 6 a.m. and 6 P.M. 
(Oatmeal and barley suggested as starters.) 


At 10 Days: Strained vegetables at 12 Noon. 
(Peas—beans—carrots suggested as starters.) 


At 14 Days: Strained meats—ceither at NOON or 6 P.M. 


At 17 Days: Strained fruits at 6 P.M. 
(Applesauce—peaches—pears suggested as starters. May decrease 
cereal.) 


Midnight Feeding may be dropped at any time. 
Then aim toward feeding: 
Breakfast 7 a.m. to 9 A.M. 
Lunch 12 NOON to 2 P.M. 
Dinner 5 P.M. to 7 P.M. 


At Weekly Intervals Add: 

3 weeks: Orange juice and sterile water, equal parts of each, up to 
2 ounces of each at 6 a.m. 

Try other juices later. 

4 Weeks: Concentrated cod liver oil—2 drops a day to start— 
increase one drop a month up to 5 drops daily. 

5 Weeks: Egg (scrambled—coddled—hard boiled egg yolk). 

6 Weeks: Soups. 

7 Weeks: Mashed banana—very ripe. 

8 Weeks: Custard puddings. 

9 Weeks: Crisp bacon. 


All New Foods are started at one teaspoonful and subsequently in- 
creased rapidly. Do not make more than one change daily (i.e.— 
new foods or change in formula). 


Table 1. 
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After attempting to analyze the results of all answers 
on this questionnaire in the light of their favorability 
or lack of it, the eighth question seemed to represent a 
condensation of all the preceding questions. The fact 
that 98 per cent of mothers felt that they would like to 
rear future babies on this schedule is certainly a strong 
comment in its favor. 

Because of its content, the twelfth question will be 
considered at this point. It was included because of 
recent efforts to persuade mothers to continue the 
basic concept throughout childhood. These efforts 
were made because of the comments of a few of the 
mothers to the effect that as their infants grew they 
tended to “revert to type.” By careful questioning it 
could be found that the difficulty was entirely the 
parents’ fault; they permitted the growing child to 
place its likes and dislikes above the good of the family. 
Often a growing child seems to have been allowed to 
eat more or less haphazardly at meal times as well as 
throughout the day and has found that his wants are 
satisfied by a greater or lesser amount of crying. This 
deviation from the basic concept tends to occur 
mostly at 18 months to 2 years of age. 

Questions 9, 10 and 11 pertain to matters of deep 
interest to parents but probably have little to do with 
the basic reasons for or against this concept. The an- 
swers to “9a” indicated the average age for the intro- 
duction of table foods to be 7 months, while “9b” 
showed an average of 10 months for having the baby 
mainly on table foods. This is partially due to a general 
policy of not using the junior foods in the transition 
from seived to regular table foods. The answers to 
*9c” of this question point to the fact that nursing or 
the use of a bottle had been eliminated by the average 
age of 10 months in favor of a cup or glass. 

The answers to questions 10 and 11 probably do 
not represent much of importance. Despite continued 
endeavors to persuade mothers to nurse, the percentage 
attempting to do so, or what is more important con- 
tinuing with it, was not impressive. Still, 62 per cent of 
nursing mothers reported that the schedule had aided 
them in accomplishing this act. Of mothers who did 
not nurse, 93 per cent felt that the schedule had noth- 
ing to do with their failure to accomplish this act. 


Results Observed by Other Physicians 


A study of results obtained by other physicians 
would be most interesting. Three physicians known to 
be using the concept on their patients were queried. 
They gave even more enthusiastic responses to a series 
of questions similar to those embodied in the patient 
questionnaire. The patients under their care num- 


bered about 800 babies. While their babies all adhered 
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closely to the early addition of foods, there was a 
tendency to slip away from close adherence to the six- 
hour schedule. One of the physicians solved this prob- 
lem by indoctrinating his patients well and then put- 
ting only those mothers on it who agreed to follow it 
closely. Indeed in the past 16 months, this same physi- 
cian has instituted the use of a three-meal-a-day 
schedule before the baby leaves the hospital. The other 
two physicians reported that their babies were on three 
meals a day at an average age of 3 weeks. 

All three physicians were emphatic in their asser- 
tions that babies on this regimen developed more 
rapidly in respect to sitting, standing, walking and 
dentition. They also stated that the weight increments, 
hemoglobin levels and general well-being of the babies 
on this schedule were on a par with the norm. They 
stated that these babies had fewer gastrointestinal up- 
sets and even fewer allergies. However, one physician 
stated that he was careful to withhold the wheat, corn 
and mixed cereals to help attain this end. 

Two of the physicians commented on the dearth of 
overweight babies and the easy solution to the few such 
problems encountered—namely, limiting the diet to 
the low-calorie foods—something most difficult of 
attainment for a heavy baby mainly on a milk diet. All 
three were most positive in reporting far happier and 
better adjusted parents and babies. 


Summary of Advantages 


1. The babies on this schedule grow up with fewer 
eating problems. They are taught almost from birth 
that there are other foods besides milk, the one food 
on which so much blame is laid by such authorities as 
Snively and Lynch when considering the multiplicity 
of feeding problems. 

2. These babies early and easily learn to eat froma 
spoon. It was a common complaint, years ago, to hear 
a mother state that her baby just didn’t know what to 
do with the foods offered from a spoon. Never once has 
that complaint been forthcoming with the introduc- 
tion of solid foods on the second day of life. 

3. With the early addition of foods, the use of vita- 
mins and mineral supplements is optional and more 
often than not unnecessary. This is in keeping with 
several recent observations on this subject. 

4. Probably the most praiseworthy attribute of this 
concept is that it results in far happier and more con- 
tented babies. These babies early became independent 
and learn to amuse themselves. Too much of the 
“frustration psychology,” with all the fears connoted 
by that term, has been allowed to permeate ideas about 
baby raising. The act of frustration itself is not unde- 
sirable; rather it is the reaction to the state of frustra- 
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tion that is important. These babies react most favor- 
ably to the daily episodes of frustration they encounter. 

5. The parents are happier and far more emotionally 
stable than are those mothers who are exposed to a 
demand philosophy. 

6. It allows for a far happier family adjustment in 
regard to other children. Older siblings are quick to 
note when new arrivals are usurping their previously 
alloted attention. When they find that the baby is get- 
ting far less attention than it could be given, they are 
more willing to accept this new arrival into the family 
group. 

7. An advantage cited by several doctors using this 
idea in a clinic-type of practice in central Florida is 
that of decreasing the incidence of diarrhea. This, they 
feel, is due to the immediate consumption of the con- 
tents of the bottle at each feeding, rather than doling 
out its contents over a longer period of time at the 
whim of the baby. This latter practice, so prevalent 
among some of the lower economic groups and lower 
intellect groups furnishes an ideal source of bacterial 
contamination in the guise of a bottle. 

8. I have avoided any statement regarding increased 
health or developmental benefits, although many of 
my mothers have tried to push me into such a state- 
ment. Gough of Vancouver states that he finds a con- 
siderable decrease in the incidence of respiratory in- 
fections in the winter months in his own practice, a 
desirable situation that he attributes to the early addi- 
tion of foods. 

9. Since the publication of the first article on this 
concept in 1951, the main purpose behind communica- 
tions from physicians in foreign countries seems to be 
the desire to find in the early use of solid foods, an 
adequate substitute for expensive artificial milk im- 
ports. From observations on a number of babies taking 
a minimum amount of milk and an increased amount 
of solid foods, such an idea is entirely feasible. 


Alleged Disadvantages 


It would be unfair to cite the advantages of this con- 
cept of baby care without mentioning the criticisms 
that are given at various times. The criticisms are as 
follows : 

1. The universal question that seems to be forth- 
coming is about allergies, always with the implication 
that with the early introduction of foods there will be 
more allergies. None of the physicians using this 
method is willing to accept this criticism. Certainly 
one must consider the possibility of a greater number 
of allergies resulting from a routine where milk—not 
mother’s milk—is the only or main constituent of an 
infant’s diet for a long period of time. Rinkel, while not 


GP September 1956 101 


Questionnaire Sent to Mothers 


(Wherever possible and practical, for the sake of easy comparison, per- 
centage results have been posted in the questionnaire.) 


1. Did you adhere to the 6-hour 
schedule? (check one) 


2. Did you adhere to the early ad- 
dition of foods? (check one) 


3. At what age did you drop the 
midnight feeding and place your 
baby ona three-meal-a-day sched- 
ule? 


4. At what age did your baby 
a) sit unsupported? 
b) stand unsupported? 
c) walk unsupported? 
d) have its first tooth? 


5. In comparison with your previ- 
ous babies or with those of your 
friends or neighbors, do you be- 
lieve that this baby 
a) had fewer bowel upsets? 

b) took new foods more readily ? 

c) had fewer allergic manifesta- 
tions? 

d) was a more contented baby? 

e) learned to amuse himself 
readily? 

f) hadlessstomach upsets (“‘spit- 

ting” or vomiting) ? 

.6. Do you think that this baby per- 
mitted you more rest and ease of 
mind than your other babies or 
those of your friends, neighbors 
or relatives? 


7. Were you completely satisfied 
with your baby’s progress both 
physical and mental on this 
schedule? 


8. If you have another baby would 
you rear it on this 6-hour acceler- 
ated schedule? 


9. At what age did you 
a) start introducing table foods? 
b) have your baby in the main 
on table foods? 
c) eliminate the bottle and/or 
nursing completely? 


10. If you nursed your baby in whole 
or in part for at least 1 month do 
you feel that the 6-hour schedule 
(check one) 


11. If yow did not nurse your baby 

' did the 6-hour schedule have any 

' effect on your decision not to 
nurse? 

12. In the event that your baby is over 

1 year of age do you feel that any 

favorable results from this sched- 

ule have been maintained as he 

or she grows older? 


Table 2. 
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Not atall.......... ( 0%) 


Average... . weeks 


months 
months 
months 
Yes (88%) No (12%) 
Yes (94%) No ( 6%) 
Yes (85%) No (18%) 
Yes (92%) No ( 8%) 
Yes (92%) = No( 8%) 
Yes (80%) No (20%) 
Yes (93%) No (7%). 
Yes (95%). No 
Yes (98%) No (2%) 


handicapped? ...... (12%) 
had no effect?....... (26%) 
Yes (7%) No (93%) 
(7%) 


4 
)- 
4 
i- 
r- 
re 
es 
is 
p- 
mn | 
of | | 
ch | 
to | 
of | 
ll : 
ad 
th 
od 
as 
ity 
“ar | 
to 
as 
1c- 
average.... 7....months 
ta- | 
average... .10... . months 
ith 
average... .10.. . . months 
his 
yn- | 
he 
ed 
yut 
le- 
4 


writing particularly of infants, stressed the importance 
of the principle of rotation of foods for the avoidance 
of allergies. In a recent country-wide pediatric ques- 
tionnaire, 72 per cent of physicians stated that the inci- 
dence of food sensitivity had not been increased by 
early feeding of solids, while only 22 per cent of them 
felt it had. 

2. I have been repeatedly quizzed on the possibility 
of this schedule reducing the number of nursing 
mothers. While I cannot claim any increase in the 
number of nursing mothers, I certainly do not feel 
there has been any diminution in their numbers. 

3. It has been said that the schedule deprives in- 
fants of parental love. This is a fallacy. Mothers are en- 
couraged to pick up the baby and love it when it is 
happy. I try to sell the mother the idea of rocking the 
baby for her own enjoyment, not for the purpose of 
quieting a crying baby or putting the baby to sleep, 
telling her the baby will get a much greater satisfac- 
tion out of a display of maternal love when it is happy 
rather than when it is crying. Therefore, it would fol- 
low that there is no lessening of the amount of love dis- 
played, but rather a readjustment of the actual time for 
its display. 


4. The possibility of choking on solid foods has been 
brought to my attention. In my series of babies, there 
have been two babies who had minor choking spells. 
Most babies choke on vomitus at one time or another, 
regardless of the type of food intake. Milk curds, as 
encountered in vomited gastric contents, could be a 
source of more trouble than the much smaller particles 
of so-called infant solid foods. Further, one must re- 
member the time-tested treatment of pyloric stenosis 
where thick gruel is given to vomiting babies. 

5. It has been said that babies are not ready for, or 
are not prepared to assimilate solid foods so early in 
life. When this question was raised with certain baby- 
food houses, their scientists provided countless scien- 
tific papers, already written along these lines, to show 
that these foods are easily handled and well assimilated 
by babies in the neonatal period. 


Acknowledgement is made of quantities of baby foods made avail- 
able for this study by Libby, McNeill and Libby of Chicago, Swift 
e> Company of Chicago, Beech-Nut Packing Company of New 
York, H. J. Heinz Company of Pittsburgh. 


A bibliography accompanying this article is available upon re- 
quest from the Editorial Office of GP. 


Myocardial Infarction 


AFTER OCCURRENCE of acute myocardial infarction, early 
avoidance of physical activity is combined with morphine 
administration for relief of pain. Oxygen administration 
and bed rest reduce cardiac demands. Coronary vasodilator 
drugs attempt better cardiac nutrition. Anticoagulants 
should be used in most cases to prevent extension of coro- 
nary thrombosis and embolism from mural thrombosis and 
phlebothrombosis; proper selection of the agent used may 
offer advantages. Complications feared during the first few 
days after the acute infarction include medical shock, pul- 
monary edema, serious cardiac arrhythmias, extension of 
the area of infarction, embolism from mural thrombosis in 
the left ventricle, pericarditis, and congestive heart failure. 
Shock requires early recognition and institution of 
measures to maintain blood pressure. Prompt use of pressor 
drugs such as mephentermine (Wyamine) or levarterenol 
under good control may be lifesaving. 

The onset of pulmonary edema requires prompt and 
vigorous therapy. Morphine administration to relieve ap- 
prehension, elevated position of upper part of body, 
trapping of blood in the extremities, and administration 
of oxygen by intermittent positive pressure along with the 
use of an antifoaming agent usually lead to relief. Rapid 
digitalization and use of aminophylline may theoretically 
harm the patient in this condition, but practically they 
continue to be useful and sometimes essential measures. 
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Atrial arrhythmias producing rapid heart action demand 
reduction in heart rate, usually best achieved by digitali- 
zation. Ventricular irritability calls for administration of 
suppressive medication such as quinidine or procainamide, 
usually orally. Ventricular paroxysmal tachycardia pro- 
duces severe cardiac and circulatory stress in the patient 
with an acute myocardial infarction and must be converted 
as promptly as possible. Careful slow intravenous injection 
of procainamide under electrocardiographic control is 
probably the method of choice; intramuscular use of ap- 
propriate quinidine preparations may be resorted to in case 
of failure of procainamide to convert the tachycardia to 
normal rhythm. 

Adequate anticoagulant therapy is directed toward pre- 
vention of mural thrombosis in the left ventricle with sub- 
sequent embolism and peripheral venous thrombosis with 
embolism. Occurrence of significant pericarditis secondary 
to myocardial infarction was not unknown in the preanti- 
coagulant era; bleeding into the pericardium may be en- 
hanced by low prothrombin levels. Agreement is not pres- 
ent among cardiologists as to action required in such cases. 

Congestive heart failure following myocardial infarction 
requires the usual treatment for such failure; digitaliza- 
tion, salt restriction, and the use of diuretic drugs. Combi- 
nations of complications gravely increase the prognosis and 
call for careful and adept combinations of therapy. This 
is particularly so when combinations of shock, ventricular 
arrhythmias, and pulmonary edema occur.—Cot. ByRON 
E. Pottock (MC), JAMA, 161:404, 1956. 


GP Volume XIV, Number 3 


ae 
5 
i 
2 
— 
= 


Hand Signs 


Paronychia and mycotic nail infections; xanthoma (hyperlipemia); 
neuropathy with sensory loss and cigarette burns of the fingers; uni- 
lateral palmar sweating; increased pigment of hemochromatosis 
(bronze diabetes). Other hand signs include Dupuytren’s contracture, 
and clubbing associated with chronic suppurative lung disease. 
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Diabetes Mellitus 


BY ROBERT J. GILSTON, M.D. 
Amsterdam, New York 


Other Features 


With the triad polyphagia, polydipsia and polyuria, there may be 
weight loss and retarded growth. Though impotency is common, 
hydramnios and heavy babies also suggest diabetes. Myocardial in- 
farction, peripheral vascular disease, foot ulcer, gangrene, pruritus and 
“acute abdomen” associated with acidosis, gallbladder disease or 
pancreatitis may complicate diabetes mellitus. 
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Psychologic Problems in Gynecologic Surgery 


This is the sixth in a series of the Illinois Conferences 
on somatopsychic subjects to appear in GP. These 
papers are edited by Marc H. Hollender, M.D. The 
following participated in the present conference: 
Francis J. Gerty, Professor of Psychiatry and Head 
of the Department, Presiding; John Gedo, Clinical 
Instructor in Psychiatry; Marc H. Hollender, Asso- 
ciate Professor of Psychiatry; Joseph B. Teton, 
Clinical Assistant Professor of Obstetrics and Gyne- 
cology; Alfred P. Solomon, Clinical Associate Pro- 
fessor of Psychiatry; Harold A. Kaminetsky, Instruc- 
tor in Obstetrics and Gynecology; Robert S. Levine, 
Assistant Professor of Psychiatry; James G. Miller, 
Clinical Instructor in Psychiatry; Leon Diamond, 
Clinical Assistant in Psychiatry; Melvin Gray, 
Instructor in Psychiatry; Rex D. Hammond, Clin- 
wal Assistant Professor of Psychiatry; Patrick L. 
Israel, Assistant Professor of Psychiatry; John L. 
Falls, Instructor in Obstetrics and Gynecology. 
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SOMATOPSYCHIC CONFERENCE 
OF THE UNIVERSITY OF ILLINOIS 
COLLEGE OF MEDICINE 


Dr. Gepo: This is the third hospital admission of a 31- 
year-old white housewife who was sent to the gynecol- 
ogy ward by her clinic physician for a total hysterec- 
tomy. She had come to the clinic during the summer 
of 1953, because of menstrual pains of many years’ 
duration which had become more severe in March, 
1953. She also complained of nervousness and of a 
backache with pain radiating down both legs. 

It was after two changes of residence that the pa- 
tient became concerned about her symptoms. She and 
her husband had resided in a small town, where her 
parents lived, until September of 1952. They then 
moved to another town about 18 miles away. In Febru- 
ary they moved again, this time from the center of the 
little town to an isolated house on the outskirts. Fol- 
lowing a visit from her sister and two little nieces, the 
patient felt so bad that she decided to seek help. She 
went to a chiropractor who treated her for three 
months without relief. After this she came to our clinic. 
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She was seen for several months in both the gyne- 
cology and the orthopedics clinics. The backache oc- 
curred at the base of the spine and radiated into both 
legs, being most severe over both tibiae. The pain was 
present constantly, and it was not relieved by any 
measure. Menstrual cramps, which occurred for five 
days during her periods, were severe enough to re- 
quire administration of meperidine on one occasion. 

Physical examination in the clinic revealed nothing 
specific. Some examiners thought they detected a 
thickening of the adnexae on the right side. There was 
tenderness to palpation over the sacral nerves, espe- 
cially on the left. Since a chronic cervicitis was noted, 
punch biopsy and cauterization were performed. The 
biopsy revealed only atypical epithelium. Papanicolaou 
smears were taken three weeks later and these 
showed grade-IV malignant cells. Since the patient 
previously had had a sterilizing operation, she was 
urgently advised to have a total hysterectomy. The 
rationale for this step was not explained to her. 

In the meantime the orthopedic department had 
ordered x-rays of the spine, and these showed some 
asymmetry of the articular facets and some degenera- 
tive changes of the joints of the 4th and 5th lumbar 
vertebrae. 

A total abdominal hysterectomy was performed on 
the 23rd of December (1953). The postoperative 
course was uneventful except for sharp pleuritic pains 
on the second and third postoperative days. The pa- 
tient was discharged in good condition on the 2nd 
day of January. The pathologic report on the surgical 
specimen was: a noninvasive carcinoma of the cervix. 

In taking the patient’s past history, it was learned 
that she was the oldest of five children of a poor family 
from central Illinois. Her father, a tree trimmer and 
landscaper, was an alcoholic. He would snap at the 
children in a hateful way when sober, but he would 
show his love for them when drunk, expressing a pref- 
erence for the patient. The mother, on the other 
hand, was described as a wonderful person who en- 
dured a lot, always hoping that her husband would 
change. She kept the whole family spotless in a two- 
room apartment. She also worked until her third child 
was born. A grandmother had cared for the patient and 
her brother while the mother worked. 

The patient’s earliest memory is that of standing in 
front of the town movie theater at the age of 6, looking 
so wistful that the manager finally took pity on her and 
let her in. She always had to do more around the house 
than the other children, and after she finished gram- 
mar school she was expected to take care of her 
younger siblings. 

Her mother told her about sex and prepared her for 
menstruation before the onset of her menarche (at the 
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age of 12). She felt proud and happy when she began 
to menstruate. At first she had no dysmenorrhea, but 
symptoms began when she was 15. Her mother and 
other female relatives warned her about boys, empha- 
sizing the dangers of pregnancy and venereal infec- 
tion. She was permitted by her mother to make con- 
tact with boys, usually at dances where she was chap- 
eroned. Her father, however, was adamantly opposed 
to her dating. When he learned that a boy walked her 
home when she was 15, he slapped her face for the only 
time in her life. Nevertheless, the patient met her fu- 
ture husband at a dance when she was 17. About a year 
later, she finally dared to bring him home. They were 
married shortly thereafter. He was the second man she 
had known, and she had had no premarital sexual 
experiences. 

Meanwhile, at the age of 15, she had her first seri- 
ous illness. An appendectomy was performed. Her 
menstrual cramps then became so severe that a laparot- 
omy was performed in the course of which one ovary 
was removed because of a cyst. Her tubes were said to 
have been enlarged and lumpy at this time, so that they 
were also removed. She had been given open-drop 
ether anesthesia, and she recalls becoming panicky and 
feeling that she was being suffocated. Since that ex- 
perience she has had a marked fear of anesthesia. The 
surgery did not relieve her menstrual cramps. After 
the operation she was told that she would never be 
able to have children. Her youngest sister was born at 
this time and the patient took care of her so much that 
people thought this baby was hers. 

The patient had still another operation shortly after 
this. When she was 18, an osteochondroma of the left 
humerus was removed at this hospital. She was afraid 
that this grapefruit-size tumor was a cancer, but she 
was eventually reassured when there was no recurrence. 
She was not given any detailed information about the 
nature of the tumor, and she asked no questions. 

It was after this operation (at the age of 19) that she 
married. Her husband was a tree-trimmer and land- 
scaper like her father. After ten months of married life, 
he went into the service and was away for three and 
one-half years. During this time she returned to her 
parental home because she felt dependent on her 
mother. She used her army allotment to buy things 
for her parents and for her youngest sister. 

After her husband’s discharge from the service, they 
lived in Chicago as well as several small towns, never 
staying anywhere very long. Her husband was restless 
and depressed, and their marriage was not a happy 
one. He went on week-long drinking sprees, during 
which he stayed away from home. Her parents advised 
her to leave him, but she refused to do this. She never 
questioned his fidelity but was always afraid that he 
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Menstrual cramps were so severe she needed administration of 
Demerol. 


would not return to her. In the past two years, her 
husband has settled down, but this has not resulted in 
an alleviation of her anxiety. Quite to the contrary, she 
has felt more uncomfortable. 

At the age of 26, her menstrual cramps became so 
severe that she came to our gynecology clinic for treat- 
ment. A mass was discovered and a laparotomy per- 
formed. A follicular cyst and an abnormal corpus lu- 
teum were removed from the remaining ovary. After 
this operation her dysmenorrhea became more severe. 

Her sexual adjustment has been unsatisfactory. 
Neither marital partner has much interest in sex, and 
they have had coitus only about three times a month. 
The patient has an orgasm about once a month, but 
she expresses no concern about this nor any interest 
in it. Since moving away from her family, the patient’s 
marital relationship has improved. Her husband has 
been able to realize a life-long dream of owning a small 
house in the country where they can keep chickens, 
pigs and so on. The patient lives three and a half miles 
from the nearest town, however, and feels quite lone- 
some. She is bored and makes frequent trips to visit her 
mother to talk over her troubles. 
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The family history and systemic review were jon- 
contributory except for the fact that three members of 
the patient’s family had had malignant tumors. An 
aunt had a hysterectomy with a good result and is still 
living. 

I interviewed this patient on the gynecology ward on 
four occasions during her hospital stay. The first time 
was on the eve of her operation, the second on the 
morning of surgery, and the third and fourth on the 
fifth and sixth postoperative days. The first interview 
lasted almost two hours and the others about 45 min- 
utes. The patient was informed that I was a psychia- 
trist who was interested in studying the reactions of 
people to various operations and that she had been 
picked simply because she was going to have pelvic 
surgery, and that participation in this project was en- 
tirely up to her. She agreed eagerly and poured out her 
story with almost no prompting. She is a plump young 
woman with an almost matronly figure and the face of 
a child. A pleasant and ingratiating smile is her habitu- 
al expression. In spite of her plumpness, she gave me 
the impression of a fragile person, somewhat like a 
Dresden China figurine. 

She began by telling me about her illness, empha- 
sizing how nervous she was and talking about the terror 
she had of the operation. She broke down and cried 
and asked me whether I thought she was crazy for be- 
ing so afraid. She affirmed her faith in God and spoke 
of her life of abstinence and of her Christian home, and 
expressed great guilt about her sin of smoking. 

She soon confessed that she felt the doctors were 
withholding the diagnosis from her and that she was 
afraid of cancer. This possibility loomed all the strong- 
er in her mind since she had had some burning and 
itching of her genitalia. She had not inquired about her 
diagnosis, feeling that doctors never tell anyway. She 
thought that she would rather know. Doubt permitted 
her to imagine the worst. She thought she would be 
able to prepare herself if she were told the truth. She 
believed that the biopsy in October had been done for 
the purpose of removing some water cysts from the 
cervix. She had overheard the doctors talking, and she 
thought that was what they had said. After the report 
came back on her Papanicolaou smears, she heard the 
doctors discussing it among themselves in what she 
thought was a secretive manner, and this alarmed her. 
She wanted to ask whether it was cancer but she 
couldn’t bring herself to do so. Nevertheless, she ac- 
cepted the necessity for the operation. 

She had some idea of the physiologic changes conse- 
quent upon a surgical menopause even though she was 
in doubt about the effects it might have upon her sex- 
ual performance. Her greatest concern was that the 
anatomic change in her genitalia might take away her 
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husband’s pleasure in intercourse. She said her uncle, 
whose wife had had a hysterectomy, claimed that it 
felt like sticking something into a “rat hole” to have 
intercourse with her afterward. The patient expressed 
the hope that with the cessation of her menses she 
would be able to go to work and thereby relieve her 
loneliness and boredom. She said, “I will feel like a 
different girl,” and quoted the case of a woman of 50 
who is quite vigorous after her hysterectomy. 

She hoped that her new-found health would enable 
her, after a period of working, to adopt a child. She 
had always longed for children, and she spent nights 
crying about her sterility. Though her husband denies 
that he wants children, she believes that she has 
cheated him of his birthright by not being able to bear 
him a son. This has gone so far that her husband gets 
annoyed when she brings it up. He will not allow her 
to express feelings about this, and he accuses her of 
self-pity when she cries. She cried openly while she 
was talking to me about this. 

When I encouraged her to express these and other 
feelings, she confessed that she had stolen her chart and 
had looked through it but had not been able to under- 
stand the reasons for her operation from reading it. 
Throughout this interview she was extremely tense. 
Her panic seemed almost more than she could control 
at times. The same observation was made by her intern 
who remarked that she seemed much more anxious than 
most patients before surgery. 

The second interview was held just prior to the op- 
eration. She appeared much calmer and said that she 
had felt better after our talk of the night before. She 
had been visited by a lady anesthetist who had had a 
hysterectomy herself only two months previously, and 
the visit had been very reassuring. She discussed her 
fear of anesthesia, present since her first gynecologic 
procedure at the age of 16. The remainder of the time 
was spent in discussing the procedure that would be 
‘ followed in the operating room. 

The third interview was on the fifth postoperative 
day, She was like a different person. She had a beatific 
smile on her face, and she lay back in bed, relaxed, 
comfortable and seemingly happy. She said she felt 
wonderful in spite of pleuritic pain on deep inspiration. 
She said that she would ask about the diagnosis of her 
condition on the day of her discharge. 

The last interview was on the sixth postoperative day. 
She stated that all her pains, including the previously 
constant back and leg aches were completely gone! She 
felt that she would remain well if she kept busy and 
avoided thinking about her difficulties, such as the 
menopausal symptoms which she might expect. Her 
explanation for menopausal symptoms was that the 
blood which she would not lose through menstruation 
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would flow into some other organ and thus cause her 
hot flashes. She went on to confess some of her marital 
difficulties including the fact that, since the onset of 
her symptoms in the spring, she had had pain on inter- 
course. She said, ‘Sex hurt inside. It was hard and 
sore like a tumor.”” She then discussed her fear of can- 
cer, a fear which had been present since her first opera- 
tion at the age of 16. She expressed optimism about 
her present illness, stating that since she had been 
gaining weight, it didn’t seem like it could be cancer. I 
had intended to see the patient once more before she 
left the hospital but, because of an administrative mis- 
understanding, she was discharged before I had the 
chance to do so. 

Dr. Gerty: We have the case of a 31-year-old woman 
who has been married for 12 years, who is childless and 
who has had a hysterectomy. It involves the matter of 
malignancy in addition to the other problems that will 
have to be considered. In fact, as I gather from the his- 
tory, the patient does not yet know for sure that the 
hysterectomy was done because of a malignancy. Is that 
correct? 

Dr. Geno: I talked to the intern who discharged her, 
and he told me that he had left her with the statement 
that she had a tumor that was not invasive—which was 
correct. 

Dr. Gerty: There are many questions in this case. 
The first is that of the psychologic effect of a hysterec- 
tomy in a woman in the child-bearing period. Now, Dr. 
Hollender has given some thought to these questions. 
I am going to ask him to state some of them. Then 
others may volunteer additional questions. We will 
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She stole her chart but wasn't able to understand the reason for her 
operation. 


then have a list and we will be able to proceed in a 
fairly orderly manner. Dr. Hollender? 

Dr. Houtenper: One of the first questions, of course, 
is this one that was just mentioned: What is the effect 
of the removal of reproductive organs in a woman in 
the child-bearing age, especially a woman who is child- 
less? The second question I would raise is: How is this 
situation usually handled by the gynecologist? In other 
words, what types of reactions are frequently encoun- 
tered, and how are they dealt with? These are two 
major questions. 

There are other questions such as: How much in- 
formation should a woman like this be given before 
surgery ? Is it better to leave her in doubt and to have 
her attempt to figure things out herself, or is it better 
to give her highly specific information? At this point I 
am not talking about her cancer, but I am referring to 
information as to what she can anticipate as the result 
of the removal of her uterus. 

I would raise a fourth question, namely, the question 
about the advisability of an anesthetist seeing a patient 
preoperatively—hefore the patient is taken to the op- 
erating room. I raise this question in connection with 
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people who have had previous traumatic experiences at 
the time of surgery or experiences that they interpreted 
as traumatic. 

The fifth question would be in regard to this wom- 
an’s response when seen by Dr. Gedo the night before 
surgery. What type of reaction was this woman going 
through and how best can it be dealt with? 

Dr. Gerty: Dr. Gedo, would you give some prelim- 
inary consideration to the questions and then call upon 
the gynecologists for their opinions? 

Dr. Gepo: I believe the case is unusual because the 
patient had been sterile since adolescence. For her the 
loss of the uterus was not what it might have been for 
another woman. I had the impression that, on one level, 
for her this meant more of a gain than a loss. I wouhl 
like to call upon Dr. Teton, who is one of the gyne- 
cologists in the audience. 

Dr. Teton: I don’t know this patient, but in the 
course of a good many years, I have had the oppor- 
tunity to see similar patients both here and in private 
practice. To begin with, it is most unfortunate that for 
a symptom such as dysmenorrhea, someone elected to 
sterilize this patient. I am confident that among our 
graduates, interns and residents, this is not being prac- 
ticed. Even if we assume that at the time of surgery, the 
tubes were not patent because of a previous pelvic in- 
fection, which is a possibility, we would still feel that, 
in a patient of child-bearing age who has not had the 
opportunity for children, perhaps something could be 
done in a more constructive way to secure tubal pat- 
ency. In general, then, we avoid, at all costs, removing 
pelvic structures in women of child-bearing age. 

Once in a great while, in spite of the best intent of all 
concerned, a patient is left so that she is not able to 
bear children. If such a situation might arise in the 
course of surgery, I know most gynecologists would 
spend considerable time trying to prepare the patient 
as well as they could in terms of what this would mean 
to the patient. 

Many women are just concerned with child-bearing, 
but often women are equally concerned with what ef- 
fect it will have on their sexual life in general. In cer- 
tain patients that seems to be the predominant concern. 
At least they speak more freely about it—how they are 
going to function and, if they are married, what the 
response of their husband is going to be to the change. 
The facts, as we have been able to observe them, are 
that the response after hysterectomy, in terms of sexual 
adjustment, shouldn’t vary significantly from what it 
was before, except for whatever psychologic implica- 
tions the procedure may have had. With our patients 
we have asked them how they adjusted sexually. A 
great many indicated that they had no problems. 

The responses made by these patients are interesting 
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even in terms of the more obvious disturbances that 
are ordinarily thought to be purely organic, for in- 
stance, the development of vasomotor disturbances. I 
have seen a number of patients who, after a bilateral 
salpingo-odphorectomy, with or without a hysterec- 
tomy, went along for years without developing any 
vasomotor disturbances. This is interesting in view of 
the fact that so many others immediately developed the 
most florid vasomotor disturbances following the re- 
moval of the primary source of their estrogenic sub- 
stance. Of course, we have wondered if a psychologic 
factor is involved. As gynecologists, we are not in a 
position to answer this question fully, but we know 
that a good many patients are only going to react to 
the specific surgery in terms of the kind of person they 
have been and are. 

As to the explanations and reassurances that the 
operating surgeon can give a patient, I have never been 
too certain as to how effective it is, because when the 
patients have the opportunity to talk to some other 
sympathetic listener, they will say, ““Well, my doctor 
didn’t explain things to me.” There have been instances 
in which I have spent a great deal of time explaining 
and discussing the problems that might arise, yet the 
patient, in talking to the referring physician, for in- 
stance, would make a statement like that. 

Dr. Gerty: Did this indicate to you that the patient 
had not understood the information you had given, or 
do you have the impression that something else inter- 
fered? 

Dr. Teton: Well, we found this type of reaction oc- 
casionally in patients whom we recognized as not well 
integrated emotionally. I had a patient who was Rh 
negative and whose husband was Rh positive. The wom- 
an and her husband were greatly concerned. Both my 
assistant and I had spent a great deal of time discussing 
the situation with her. Yet, I was amazed when I saw 
the physician who had referred her, and he said he 
thought it would be a good idea if I said something to 
her about the situation or explained it to her. What spe- 
cifically causes this kind of response, I don’t know. 

Dr. Gerty: Is the information offered pretty general 
and designed to cover nearly all cases, or is an attempt 
made to get to the particular patient as a person before 
specific information is conveyed to her? 

Dr. Teron: It is obvious that the kind of patient with 
whom you are dealing must of necessity direct the 
manner in which you couch the explanation. It goes 
without saying that the extent to which one can super- 
ficially evaluate a patient influences one’s ability to pre- 
sent the kind of information that is most helpful. Our 
general policy is to be as truthful as possible. 

Dr. Houtenper: I would like to comment about some 
of the points that have been made. I have been very 
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interested in the fact that some patients are given in- 
formation—and very good information by doctors— 
and yet fail to comprehend what they have been told. 
On the basis of my experience, I have come to some 
tentative conclusions. One is that often, if the second 
examiner is persistent in his inquiries, he will find that 
the patient really has registered the information. These 
people, in a sense, act like hysterical young girls who 
really know a great deal about sex but when questioned, 
at least initially, deny any knowledge as though it were 
a foreign topic. In one instance, recently, I found that 
a person who complained bitterly that the doctor had 
not given her information really had a wealth of in- 
formation. This came out only after detailed question- 
ing. She was using very primitive mechanisms. In es- 
sence, she was denying the knowledge she actually had. 
And wherever denial is used, it implies that the patient 
really knows. 

On the other hand, there is another group of people 
who panic with the first mention of surgery. As a result 
they actually do not hear anything that follows it. I 
know it is the general practice of most physicians to 
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state that surgery will be necessary and then wait for 
the patient to absorb this information before spelling 
out any details about the nature of the operation, where 
it will be done or anything along that line. I think this is 
a wise procedure. Also, I think the only other thing that 
can be done along that line—and it is something I am 
sure that you and others do regularly—is to give the 
patient plenty of opportunity to ask questions. Unfor- 
tunately, it is just the patient who uses denial mechan- 
isms who will not ask questions. 

Dr. Sotomon : The mechanism of denial has as its un- 
conscious purpose the relieving of fear and anxiety. 
These emotions are mobilized by the threat of serious 
illness and surgery. 

Dr. Gepo: Certainly this was true in this woman who 
had read her chart and yet refused to register what was 
set down in black and white. 

Dr. Kaminetsky: Incidentally, she had many op- 
portunities to ask me what ‘he diagnosis was but she 
never did, We had a very warm relationship so that she 
knew that she could ask. She only inquired if the oper- 
ation was serious. I told her that it was major but not 
serious, Another reason for not telling her before 
surgery was the fact that the diagnosis was not estab- 
lished. Even a grade-IV Papanicolaou can be the result 
of a severe infection. Actually, therefore, it would have 
been impossible to handle the situation in any other 
way. My feeling is that she never really wanted to know 
the diagnosis. 


In a patient of child-bearing age who has not had the opportunity for 
children, perhaps something more constructive than surgery could be 
done. 
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She was denying the knowledge she actually had. This denial has as 
the unconscious purpose the relieving of fear and anxiety. 


Dr. Gepo: Yes, that is certainly true because when 
she told me that she had not been told, I told her to ask. 
The next day she said, “I will ask the day I leave.” 

Dr. Kaminetsky: I would like to ask a question. Do 
the psychiatrists believe that a special point should be 
made of the fact that this woman has carcinoma? 

Dr. Gerty: I believe that this is a matter that has to 
be settled individually. I do not know enough about this 
patient to say whether she should be told. People have 
been told in nice ways and have refused to comprehend 
or at least didn’t grasp what they were told. 

Now the things that Dr. Hollender has mentioned 
occur in the practice of psychiatry, too, not only with 
the patients but with their relatives. Permission must be 
given to employ electric shock treatment because there 
are risks involved. You always have the question: How 
are you going to get the information across to the 
patient and to the relatives? I have found that there may 
be a breakdown in this type of communication because 
of poor broadcasting or poor reception. I say this be- 
cause if a patient does get a fracture he sometimes raises 
the question: “Why wasn’t I told that there was a 
risk?” Although he has been told of the general fact. 

Usually you do not draw a lurid diagram or show an 
x-ray of what may happen. You do not unduly empha- 
size all of the dreadful contingencies because if you did, 
patients might not be willing to undergo the treatment 
that is necessary. On the other hand, if you do not men- 
tion the possibility of complications, you are in a bad 
position if anything does happen. Consequently, you 
steer a middle course. So you tell the patient that the 
operation is major but not serious. What the patient will 
make of that information, we don’t know. 

Dr. Kaminetsky: Well, in this particular instance, 
the operation per se actually was major but not serious 
in terms of immediate threat to life. 
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Dr. Levine: There is one more thing that enters into 
this. The patient was asked to come into the hospital 
just before Christmas? 

Dr. KAMINETSKY: Yes. 

Dr. Levine: Under hasty circumstances. That would 
probably mean more to her than anything she was told 
about ‘“‘major” or “serious.” 

Dr. Teron: My honest feeling is that she really does 
not want to know whether she has cancer. 

Dr. Kaminetsky: It was my feeling, too, in dealing 
with her that she really did not want to know. I strongly 
felt that she should not be told, and I didn’t tell her 
since she did not ask. 

Dr. Mutter: I have read that, in general, you should 
not answer the question about cancer the first time, and 
perhaps not the second time. If the patient really wants 
to know, she will keep asking. Now I don’t think this 
always works, but I believe that there is something to be 
said for it. It is a practical way to approach the problem. 

Dr. Hottenper: That has been said before in other 
ways. I am in wholehearted disagreement because I 
think that there are people with carcinoma for whom the 
prognosis is relatively good, and if they had to ask once, 
twice or a third time, they would not do it. They would 
go away imagining the worst. It is much better to put the 
cards on the table with some people and to let them 
know definitely that they had a cancer and to tell them 
what they should expect. This is better than waiting for 
atime that might never come when they would ask for 
information. 

Many rules have been suggested to answer the diffi- 
cult question: Should you or shouldn’t you tell a 
patient that she has cancer? I am leery of all of them. 
We usually start with the premise that we should in- 
dividualize. And then, because individualizing is so dif- 
ficult, we try to find rules of thumb, and thus we defeat 
our original intention. I think it is better to stay at the 
level of individualizing. 

Now, this question, to my way of thinking, is one of 
the most difficult in all of medicine. When the physician 
is faced by it, he is in the position of the quarterback on 
the field. That is the only way I can think of it. He must 
make a decision, and he must make it quickly. He 
weighs all the facts in the light of his previous exper- 
lence, and then he comes to a decision. Of course, there 
will always be a Monday morning quarterback—a 
grandstand quarterback—who will have a better idea. 

Dr. Mater: I don’t think that what you said is neces- 
sarily at odds with what I said. Even if one is going to 
be a quarterback and individualize, one still must have 
some signs from the patient. One sign of motivation or 
desire for information would be if the patient repeatedly 
raises the question. There may be other considerations 
such as the nature of the neoplasm and the nature of the 
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personality problems, and I think that this would be one 
bit of behavior that you would probably pay some at- 
tention to when you are being a quarterback. 

Dr. Ho.tenver: No, I don’t think so. I think it isa 
very poor sign actually. Dr. Diamond has a question. 

Dr. Diamonp: If you don’t tell a patient that she has 
cancer, how do you explain the five-year follow-up to 
her, which is the usual procedure in hospitals? 

Dr. Teron: My own feelings are in accord with Dr. 
Hollender’s. I have had a number of young women who 
have had early carcinoma of the cervix for whom the 
outlook was excellent when they were adequately treat- 
ed. I have always felt that the patient might be hesitant 
about asking because of anxieties and fears. If I had 
specific information—material from journals showing 
the 10-, 15-, 20- and 30-year survivals and accounts of 
patients who had gotten along well—I have always felt 
that this information should be given to the patient. I 
would not wait for her to manifest a desire one way or the 
other. The situation is more difficult when you know 
that the prognosis is poor. Even in those cases, you still 
should individualize. 

Dr. Gray: Ifa patient with a poor prognosis has been 
quite ill and has been treated surgically, bearing in 
mind the fact that many popular magazines and daily 
newspapers are constantly publishing articles on can- 
cer, you can assume that the patient will speculate 
about her disease. The doctor operates but avoids men- 
tioning cancer. Now, I think that we assume that the 
patient is either very stupid or very infantile not to 
know that she has cancer. I think that it would be re- 
assuring to her if the doctor were honest with her. By 
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honest, I mean to tell her but not in a brutal way. I 
think it is less brutal to tell a person that she has can- 
cer, if the prognosis is poor, than to keep this informa- 
tion from her and to treat her like a child and not give 
her the adult respect that she deserves. 

Dr. Gerty: There is another thing to be considered. 
It seems to me that most people maintain an attitude of 
unique privacy about their own thoughts and feelings. 
Many people do recognize that they have cancer and 
that very probably they are going to die from it unless 
something in the way of a miracle happens. And yet 
they never mention this. It is then a question as to 
whether you should try to find out exactly what goes on 
in their minds. 

I knew a very intelligent man who had carcinoma of 
the prostate which was diagnosed very late. The urolo- 
gist couldn’t even pass a cystoscope, and they had to do 
a suprapubic cystotomy. From my knowledge of this 
man, I knew that he knew what was going on and what 
affected him. He never asked if he had cancer and 
nobody ever told him. He had metastases to the spine, 
a complete breakdown with paralysis of the legs and a 
tremendous bedsore. He lived 18 months. No one ever 
heard him ask if he had cancer, but he knew he had 
cancer. Everybody, including the attendants on the 
case, knew from the beginning that it was an utterly 
hopeless situation. Now, should you insist upon break- 
ing into what I call, the innate privacy of this man’s 
thinking and feeling? If he was content to let it go at 
that and if your general evaluation was that that was the 
way he wanted it, then it should be left that way. This 
seems the best attitude to take with the really serious 
and hopeless cases. 

The in-between cases, of course, present a problem. 
There you will have to take your courage in your hands 
because you may need permission to proceed with an 
operative procedure, and the person will have to realize 
the seriousness of his condition. This brings up the 
question that Dr. Diamond asked which I do not think 
has been answered, namely, how to explain the five-year 
follow-up to a patient with cancer if you do not tell him 
the actual seriousness of the situation. 

Dr. Teron: If the prognosis is not a hopeless one, I 
believe that you can state the situation to the patient and 
then attempt to reassure her. With early diagnosis and 
energetic therapy, you often get excellent results. 

Dr. Gerty: We have gone so far on this matter of 
cancer that we have neglected some of the other ques- 
tions that Dr. Hollender raised. 

Dr. Howtenper: I think Dr. Hammond wants to 
make a comment. 

Dr. Hammonp: I just wanted to mention that it struck 
me how frequently the word hope is used in the discus- 
sion, and that when there is some hope it is much easier 
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to discuss the problem with the patient, even if it is 
relatively a small amount of hope. 

Dr. Israzt: I want to comment on the effects of the 
sterilization and the reaction to the present operation. 
Contrary to what might have been suggested, I think 
that perhaps the patient’s previous operations might 
have tended to sensitize her to the present surgery and 
the threatening aspects of it. It is possible that the reac- 
tion to the sterilization, from the patient’s standpoint, is 
that she was damaged but not destroyed. Therefore, she 
may have much concern about further mutilative oper- 
ations on her genital organs. 

Dr. Gepo: She seemed pleased. You know, this is the 
third time that she returned for a gynecologic operation 
with the same complaint that she has had for 17 years. 

Dr. Ho.tenper: Of course, the operations may serve 
some psychologic function for this patient. In connec- 
tion with her reaction to the loss of her child-bearing 
function, it is probably different than we would en- 
counter because there have been younger siblings who, 
in a way, have been children to her, to the extent that 
one was even considered by outsiders to be her child. 
So she has had a substitute. 

In a woman who has not had children and who has not 
had the opportunity to mother a younger one, we would 
anticipate that the reaction to a sterilizing procedure 


Removal of uterus . . . loss of her child-bearing function. 
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would be depression. Often the removal of an organ, 
such as the uterus, whether it is in the child-bearing 
years or not, is followed by depression. The patient 
reacts to the loss of a body part as one reacts to the loss 
of a relative, so that a brief period of depression or a 
depressive reaction would be considered a normal re- 
sponse to the loss of a bodily part. It may be covered up 
or masked, or it may not be apparent. I wonder if some 
of the gynecologists would care to comment in terms of 
their experiences along this line? 

Dr. Fauts: I was just asking Dr. Payne if he remem- 
bered a case that we saw last year, that of a 25-year-old, 
unmarried woman who had had surgery elsewhere for 
severe dysmenorrhea three years previously. The diag- 
nosis at that time was fibroid uterus, which at 22 years 
of age is certainly very unusual. They did not do de- 
structive surgery. They merely biopsied—took half of 
the ovary on one side, biopsied the uterine fibroids, and 
closed the abdomen. They did not do a presacral 
neurectomy. They told her that she had fibroids, that 
they probably would get worse, but that she was too 
young to have anything surgical done about it. Her 
dysmenorrhea became progressively worse. 

The patient came to our clinic and we followed her 
for 14 months during which time we used various forms 
of medical management. We got to know her very well. 
She came in each month, after her period, to tell us how 
she was getting along. We weighed her to see how much 
she lost as a check on her story of vomiting. All in all, I 
would say that this was the most severe case of dys- 
menorrhea that I have seen. 

After 14 months, and a weight loss of about 18 
pounds, she was subjected to another laparotomy with 
the thought that a presacral neurectomy would be per- 
formed if the adnexae and the uterus were normal. Al- 
ternately, if we found that she had extensive fibroid in- 
volvement, we planned to take her uterus out. We found 
the latter, and a hysterectomy was performed with her 
consent. We have followed her since, and quite surpris- 
ingly have twice received cards from her on two different 
vacations describing what a wonderful time she was hav- 
ing, and how thankful she was to be well. She put on 10 
pounds and seemed elated with her result, contrary to 
the depression we had anticipated in a 25-year-old, at- 
tractive, unmarried girl whose uterus had had to be 
removed, 

One case does not prove anything, but I think it 
shows that there is not necessarily any deep sense that 
something has been lost if you have convinced the pa- 
tient that you have exhausted every possible alternative 
clinically and have then employed a surgical solution as 

a last resort. 

Dr. Houtenper: There may be other psychologic 
teasons for this response, but I think that your point is 
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well taken because it brings out the fact that if an organ 
is regarded as really destructive to life or comfort, it can 
be removed with an entirely different result than when 
an organ is being taken away that in no way threatens 
life or makes the patient uncomfortable. Thus, there are 
some patients who will not experience a postoperative 
depression after the loss of a bodily part. 

Dr. Hammonp: You mean that psychologically the 
patient has already gotten rid of the organ before the 
operation, essentially has sequestrated it? 

Dr. Hottenper: Yes, in a way. 

Dr. Sotomon: I want to take this opportunity to re- 
turn to the question that has been raised by Dr. Hol- 
lender as to whether or not one may assume that this 
patient’s attempt to mother her siblings is an adequate 
substitute for mothering her own children. Clinical ex- 
perience with those who have attempted as “an old 
maid” to fulfill their functions as a mother by mothering 
younger siblings, nieces or nephews, certainly indicate 
that success in this adjustment is often lacking. 

Dr. Gepo: My own feeling was that, in spite of this 
patient’s need to raise children, she was very fearful of 
having them. When I raised the question of adoption, 
her response was: “Well, maybe later. I’m young yet. 
I would prefer to go out and work first.” 

Dr. Farts: One further thing should be said. We have 
spent quite a bit of time on cancer. In the case under 
discussion, the cervical lesion was preinvasive. There 
are still many good pathologists who would not agree 
that such a lesion is a carcinoma. They would maintain 
that to make the diagnosis of cancer, you must demon- 
strate invasion. Therefore, I think we should try not to 
alarm the patient with the word cancer when dealing 
with a preinvasive lesion. The pathologist describes 
nuclear changes in some cells which have not invaded 
the normal tissue around them. Is that cancer? Until we 
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have settled this question, are we justified in discussing 
the condition as though it were cancer with a patient 
who might be seriously disturbed by this information ? 

Dr. Gerty: This becomes a matter of individual 
judgment. We hope that our medical practitioners are 
trained well enough in dealing with people and with 
facts so that they will put the two together and proceed 


with good judgment. Now, the pathologists, as I uncer- 
stand it, have not settled all of the points about cancer, 
In dealing with persons, we, as psychiatrists, have not 
settled all of the points that need to be considered in 
preparing physicians to deal with patients. An exchange 
of information, such as we have had today, will hel), us 
to widen our horizons. 


A Method of Cooling Large Plaster-of-Paris Casts 


PaTiENTs who are required to wear large plaster-of-Paris 
casts during the hot summer months may be very uncom- 
fortable. A well-made body cast, a hip or shoulder spica 
cast, usually consists of several thicknesses of gauze, im- 
pregnated with plaster of Paris, as well as several thick- 
nesses of glove lining or paper padding. In addition to this, 
felt pads are placed over the bony prominences and the 
cast is molded carefully to the body contours, thus allowing 
no circulation of air between the cast and the part. It 
obviously interferes with the normal cooling mechanism 
of the body. 

A simple cooling system for large casts, which has 
been found effective, consists of turns of rubber tubing 
spaced 1% to 2 inches apart, incorporated within the 
plaster. The padding (Figure 1a) and three or four thick- 
nesses of plaster are applied as usual. Ordinary laboratory 
tubing with a lumen measuring % inch is then wrapped 
around the cast (Figure 1b) and more plaster is applied 
(Figure Ic). The ends of the tubing should be located in a 
convenient position to facilitate connection to a stream of 
cold water. A refrigerated drinking fountain equipped with 
a faucet is preferable. Cold water is allowed to run through 
the tubing for a time. When the tubing is disconnected 
from the source of water, the cold water may be held within 
the cast by clamping both ends of the tube. After thorough 
cooling, the cast remains cold, much like an earthenware 
jug, for an hour or more. 


Figure 1a (top). Stockinette and padding applied as usual. b (center). 
Several layers of plaster applied. Tubing coiled around the cast as 
shown. Coils can be placed even closer together than shown in 
photograph. ¢ (bottom). Finished cast showing ends of the tubing 
exposed, 

Courtesy of C. Roger Sullivan, M.v. and Proc. Starr MEET., 
Mayo Cun. 
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The Fick Principle and the Cardiac Output 


BY JOHN C. ROSE, M.D. 
Associate Editor, GP 


RouTINELY, we employ tests that measure kidney func- 
tion, liver function, pulmonary function, and so on. 
However, although we recognize the signs produced by 
impaired cardiac function, we have no simple clinical 
measurement of the heart’s ability to perform. Its only 
function is to pump blood, but the determination of 
the amount it pumps remains a procedure requiring 
trained persons and specialized equipment. Despite the 
unavailability of this measurement to the general prac- 
titioner in his daily work, it has now been made count- 
less thousands of times in research laboratories, and 


has resulted in a tremendous expansion of our knowl- 
edge of cardiac physiology. 


The Fick Principle 


It all began with Adolph Fick of Cassel, Germany. 
He devoted a scholarly lifetime, in the second half of 
the nineteenth century, to the study of work and heat 
production in muscles. In 1870, he wrote a brief 
paper on a principle by which the output of the heart 
may be calculated, and then seemed to forget about it. 


Figure 1. Diagrammatic representation of Fick principle for deter- 
mining cardiac output. 
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(Possibly Fick would be disturbed to learn that he is 
now remembered chiefly for this minor diversion.) 

The Fick principle may be simply understood with 
an example. Suppose we determine, by available 
methods, that a patient’s total oxygen consumption is 
300 cc. oxygen per minute. Suppose we simultaneously 
draw samples of arterial and mixed venous blood (blood 
from the right heart or pulmonary artery) and find that 
they contain 18 and 13 volumes per cent (cc. oxygen 
per 100 cc. blood) respectively. The A-V difference for 
oxygen is then 5 volumes per cent. Each 100 cc. blood 
passing through the lungs picked up 5 cc. oxygen, and 
each 100 cc. blood passing through the tissues gave up 
5 cc. oxygen. How much blood passed through the lungs 
in order to pick up 300 cc. oxygen? This would be the 
total cardiac output per minute. 

Thus, 100/5 = cardiac output/300, or 

Cardiac Output = 300 x 100 = 6,000 cc./min. 
5 


Mrxep VENous Bioop 


Fick’s principle caused no fuss in his day because 
mixed venous blood was impossible to obtain in the 
intact human. Venous blood from various body regions 
differs markedly in its oxygen content. (Coronary 
sinus blood is practically black because of marked 
oxygen unsaturation, while renal venous blood at times 
looks arterial.) For direct application of the Fick 
principle it was necessary to obtain right heart or even 
preferably, pulmonary arterial blood. 

As interest in this measurement arose, many indirect 
methods were devised. Investigators even obtained 
right auricular blood from direct thoracic puncture in a 
few patients, for calculation of the cardiac output 
(without complications). 


The problem was resolved in 1929, when the intrepid 
Forssman passed a rubber tube into his own forearm 
vein and threaded it into his own right auricle. 


CATHETERIZATION 


With the development of the cardiac catheterization 
technique, it became possible to apply the Fick principle 
directly, in unanesthetized, unoperated patients. It is 
now a relatively simple procedure for a well-equipped 
laboratory. Although cardiac outputs may be measured 
using right auricular blood, it is generally agreed 
that more reliable samples of mixed venous blood are 
obtained in the pulmonary artery. 

In modern times, several other methods for the de- 
termination of the cardiac output in man have been 
devised. Many of these do not hold up under critical 
analysis. In general, the Fick method, using right 
heart catheterization, remains the standard method by 
which the reliability of other techniques is judged. 


REGIONAL BLoop MEASUREMENTS 


The Fick principle may be used for the determina- 
tion of blood flow to an organ, provided a substance is 
used which is “taken up” or “cleared” from the blood 
by that organ (as oxygen is by the lungs and tissues). 
The uptake of such a substance by an organ, divided 
by the difference in the concentration of that substance 
in the artery to and vein from that organ, provides a 
measurement of total blood flow to that organ. 

This has permitted investigators to measure renal 
(using Diodrast or PAH), hepatic (using BSP), cerebral 
and coronary blood flows (using nitrous oxide) in un- 
anesthetized human patients. Thus, the contribution 
of the brilliant Fick to modern clinical research is ever 


growing. 


“Public Health Service’ 


Tue Pusuic Service, once almost entirely con- 
cerned with the health of merchant seamen, now exerts its 
influence directly or indirectly in every state and, indeed, 
in every home in the nation, as well as in broad reaches of 
the world. Does any dispassionate observer really believe 
that this is due to a planned central effort to meddle in the 
lives of our private citizens or compete with the private 
practitioner of medicine? Certainly not. 

The U.S. Government, through its appropriate arm, has 
simply and logically responded to the remarkable scientific 
advance of the past fifty years in the public interest, and 
to have done otherwise would have been inexcusable negli- 
gence.—FRANKLIN D. Murpuy, M.D., Am. J. Pub. Health, 
46: 15, 1956. 


116 


Acute Granulocytic Leukemia 


In Grvinc his “‘Moderator’s Comment” in one of the “‘Pan- 
els in Therapy” published in Blood, Dameshek had this to 
say of acute granulocytic leukemia: 

‘Probably the best attitude to take in this terrible disease 
is to treat the patient as though the therapeutic agent used 
is really specific and really effective (i.e., con brio). En- 
thusiasm helps to keep up not only the patient’s morale but 
that of the physician. What is more, there can be no criti- 
cism that everything possible was not tried, thus leaving 
the eventuality of saving the patient for some new and truly 
specific agent. Were a truly effective agent to come along, 
all our present methods would most certainly be quickly 
discarded. Would that that day were close at hand!” 
— Blood, 10:1267, 1955. 
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Enterobiasis and Ascariasis are the most common 
- \ and most neglected of all human helminthiases, affecting persons 
of high, as well as low, social levels. A conservative estimate 
ae of the rate of infection in the United States is 40 per cent 

—— ~\ for whites and 10 per cent for Negroes. Institutionalized persons 


go are more heavily infected than others. 


Pinworms are diagnosed by perianal swabbing— 
\ ol ee ae roundworms by stool studies. Symptoms include anal irritation, 


4 nervousness, insomnia, gastroenteritis and vaginitis. 


Irritation of the perineum may produce sexual disturbances. 
Piperazine citrate is recommended for the treatment 


De) og aw /, of both pinworms and roundworms, mainly because of its ease 
ae & of administration and the high percentages of cures obtained. 
All members of the family should be treated 
YS ait 4 A if a positive diagnosis is made in one member of the family. 
OA AIF Environmental control measures for pinworms 
() 5 should include washing clothing in hot or boiling water, 
G&S) / BY Bs vacuuming to remove dust, raising the room temperature 


by hot-air heating appliances, separate wash cloths 


for face and body, and careful washing 


Worms arE NOT a figment of the mother’s and grand- 
mother’s imagination. Infestations are a distinct clini- 
cal problem and a real therapeutic challenge. Trouble 
from worms is not nearly so rare as was previously be- 
lieved. It must be considered in the differential diag- 
nosis of various conditions in infants and children. 


Introduction 


_ The past few years have brought about a revival of 
interest in worm infections. There have been strong 
efforts to develop curative treatments and to re-educate 
the practicing physician. However, physicians have 
neglected this part of medicine for so long that they 
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of hands after toilet and before eating. 


Doctor, Do You Believe in Worms? 


BY W. E. HENRICKSON, M.D. 
Poplar Bluff, Missouri 


believe that worm infections are rare. Some nonprac- 
ticing physicians go so far as to say that infections are 
of no clinical or economic importance. As a result of 
this disbelief, it is not unusual that when the diagnosis 
is discussed with a mother, there is a look of amazement 
as she says, “Doctor, do you believe in worms? I have 
been told that there is no such thing.” 

There are apparently two reasons for the lack of in- 
terest in worm infections. First, parents usually asso- 
ciate worms with dirt, and the mother is unwilling to 
discuss this diagnosis, or becomes angry when told. I 
remember one such mother who came into my office 
and said that her boy had pneumonia. After examining 
the patient the diagnosis of pneumonitis was made and 
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stool studies were ordered. The stools were positive 
for roundworm eggs. Treatment for roundworms was 
immediately started, and the mother was told about 
this. She became very angry. I shall never forget the 
expression on her face the next morning, when I saw 
the child again. He was sitting up in bed and started 
scratching his bottom. Suddenly he let out a yell and, 
holding up a roundworm about 30 cm. long, he asked 
his mother, ‘Mama, what is this?”? Her humble ex- 
pression and look of amazement was ample reward for 
the mistrust that she had in the diagnosis. 

Secondly, the research on worms has been long, and 
there are numerous preparations on the market, many 
of which have been entirely unsatisfactory. This has led 
to the discouragement of the practicing physician. 
However, it is interesting that one of our largest phar- 
maceutical houses today was established by two immi- 
grant Wurtenbergers, Charles Pfizer, a chemist, and 
Charles Erhart, a confectioner, in 1849. Their first 
product was a wormwood derivative called santonin, an 
essential ingredient at that time (and at present) of a 
medicine designed to eradicate intestinal worms. 


The exact incidence of pinworm infections in the 
United States is not known, but reliable reports indi- 
cate that from 15 to 90 per cent of the population in 
various localities and at various times may be infected. 
Washington, D.C. gives an infection rate of 35 per cent 
in preschool children, 51 per cent in school children 
and 22 per cent in adults. The incidence is lowest in 
adults and Negroes. Among children, the school age 
group has the highest rate, with no significant differ- 
ence between males and females. 

The incidence of roundworms is not known. It is 
occasionally found among children in the northern 
United States, but the southern Appalachians and 
their extension into the Ozarks constitute regions of 
high endemicity. 

Children of large families are more often infected 
than an only child. Small babies may become infected 
from other members of the family. There is no evidence 
to show that the family social or income levels have any 
bearing on the rate of worm infections. Thumbsuckers 
and nail biters are more susceptible than other chil- 
dren. When one member of the household is infected, 
the entire family must be considered as infected for 
therapeutic and preventive measures. One author goes 
so far as to state that worm infections are almost as 
widespread as the common cold. 

In the Poplar Bluff Hospital and the Henrickson 
Clinic over a three-year period, routine perianal swabs 
have been taken of all children admitted to the hospital 
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or seen in the clinic. This age group was between | and 
15. During this time 2,080 patients have been exam- 
ined. Of this group, 957 (46 per cent) had positive 
perianal swabs. Fifty-two per cent were males and 48 
per cent females. Routine stool studies for roundworm 
of these 2,080 patients revealed 247 cases—an 11.9 per 
cent incidence. A positive diagnosis was based on the 
finding of eggs of Ascaris lumbricoides in the stool. 


Types of Infection Seen in General Practice 


Two main types of infections are seen in general 
practice: (1) (Oxyuris) Enterobius vermicularis or pin- 
worm and (2) (Ascaris) Ascaris lumbricoides or round- 
worm. 

It is beyond the scope of this article to discuss other 
types of worm infections. A brief review of the mor- 
phology and life cycle of the two more important in- 
fections will be discussed. 

AJl parasitic nematodes possess certain common 
characteristics. Nearly all are parasitic during part or 
all of each life cycle. They are characterized by their 
elongate, cylindrical, unsegmented bodies and glisten- 
ing cuticuli. The sexes are separate, the males being 
smaller than the females. The intestinal species range 
in size from a fraction of a millimeter to about 49 
centimeters, while some may be even longer. 

The life cycle of the intestinal nematodes fall into 
one of several categories on the basis of the develop- 
mental sequences: (1) the direct type, such as the pin- 
worm; (2) the modified direct type, such as the round- 
worm; (3) the skin penetrating type (hookworm). 


Direct Type 


No intermediate host is required. The worms de- 
velop directly from eggs reaching the alimentary canal 
of man. The pinworm (Enterobius vermicularis) is an 
example. The pinworm ova are embryonated when de- 
posited and become infective for man in a few hours 
after deposition (Figure 1). 

The viable eggs are swallowed and pass down the 
digestive tract. They hatch at the duodenal level, and 
the escaping larvae migrate directly to the cecum, be- 
come attached, and develop into adults in less than 
two months. They usually produce no appreciable 
damage at the site of attachment. Gravid females, crawl- 
ing out the anus, usually at night, frequently produce 
a severe pruritus, and the scratching which is pro- 
voked results in scarification and secondary infection 
of the skin. 


Moprriep Direct Type 


Ascaris ova are unsegmented when passed in the 
feces and require a period for embryonation before be- 
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coming infective for man. Ingested embryonated ova 
hatch in the duodenum of man. The escaping larvae 
penetrate the intestinal wall to reach the circulatory 
system. Surviving larvae are carried to the lungs. They 
leave the capillary beds of the lung and migrate up the 
respiratory tract to the esophagus and then down 
through the stomach to the intestine where they ma- 
ture (Figure 2). 

The distribution of these helminth parasites, whose 
ova are passed in human dejecta, is affected not only 
by climatic conditions of rainfall, temperature and 
humidity, but likewise by the sanitary practice of the 
human population. Unsanitary disposal of human ex- 
creta is very Common in many primitive regions. This 
results frequently in widespread pollution of soil, 
water supplies and certain foods by which the infection 
is transmitted to others. 

Most parasitic nematodes possess certain common 
characteristics, i.e., they are parasitic during part or 
all of each life cycle. Parasitic worms infect man in 
almost all regions of the world. They are especially 
abundant, both as to species and total number, in the 
tropics and subtropics. Many of these parasites require 
special conditions of temperature and humidity for 
survival and multiplication. Many others require par- 
ticular vertebrate or invertebrate hosts such as fish, 
snails, crustacea or insects for the completion of their 
life cycle. These hosts in turn gain ready access to man 
due to lack of preventive measures. Insect vectors such 
as the mosquito, midges and biting flies are particu- 
larly important among their intermediate hosts. Hel- 
minths, almost without exception, do not multiply in 
man as adults, thus differing from other disease-pro- 
ducing organisms. The pathologic changes accom- 
panying helminthic infections may be varied and se- 
vere, and cause acute or chronic disease processes. 

The diseases caused by parasitic worms constitute 
a most important segment of medicine. The physician 
should and must be familiar with the clinical manifes- 
tations, epidemiology, pathology and life cycle of the 
parasites if he is to practice either therapeutic or pre- 
ventive medicine successfully. 

This is borne out by Saslow and associates in a re- 
view of 2,045 cases of rheumatic fever. One hundred 
seventeen cases were misdiagnosed and five of the 117 
cases represented anemias due to parasitic infection. 
Those five misdiagnosed cases showed: 

1. Low grade fever. 

2. Fatigue. 

3. Joint pains. 

4. Weight loss. 

5. Chest pain. 

6. Mild anemia. 

7. Eosinophilia. 
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Figure 2. Nematode Cycle—Ascaris Type. 
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Figure 3. Instructions for Scotch tape test for pinworms. In the morn- 
ing on arising, before the child goes to the bathroom or has been 
cleaned, pull back the buttocks and apply the tip of the applicator 
with the scotch tape to the anal ring. Release the buttocks for one 
minute. Remove swab, wrap used end in wax paper held on with a 
rubber band. Write child’s name, address and date on the other end. 
Bring to the clinic laboratory the same morning. 


In all cases the stool specimens were positive for 
parasitic infections. 


Diagnosis 


Although the diagnosis of pinworm and roundworm 
is often suspected, it is usually wise to order a labora- 
tory examination for eggs. Many of these patients are 
brought in by the parents because worms have actually 
been observed in the child’s stool following laxatives 
or diarrhea. Often the mother will observe pinworms 
around the vulva, usually at night after the child has 
complained of pruritus, or a slight discharge. 


ENTEROBIUS VERMICULARIS (PINWORM) 


Pinworm infections may be asymptomatic. The most 
common symptom is that of an intense pruritus ani. 
Anorexia, restlessness, insomnia and enuresis are not 
uncommon, I have found that the most common symp- 
toms of pinworm infection are as follows: 

1. Intense pruritus ani. 

2. Anorexia. 

3. Restlessness. 

4, Insomnia. 

5. Enuresis. 

6. Low-grade fever. 

7. Fatigue and listlessness. 

Other less commonly seen symptoms may include: 
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1. Anemia (usually microcytic hypochromic). 

2. Frequent upper respiratory infections. 

3. Transient joint pains. 

4. Circumoral pallor. 

Ova are rarely found in the feces, but are common 
in the scrapings from the perianal skin. Adult para- 
sites may be encountered with the ova. I use the tongue 
blade and Scotch tape for diagnosis and follow up 
(Figure 3). It is a modification of a swab developed by 
the National Institutes of Health. It utilizes Scotch 
tape to which the ova adhere. 

The swab should be taken immediately upon arising 
and before bathing or defecation. A strip of Scotch 
tape about 2 inches long and % inch wide is bent back 
on the tongue blade, sticky side out. The swab is 
pressed into all the perianal folds. For microscopic 
examination it is flattened onto a glass slide, sticky 
side down, after interposing a drop of N/10 sodium 
hydroxide. Enterobius eggs appear under the micro- 
scope as distinct ovals containing the coiled embryos. 

Difficulty in diagnosing pinworm infections and de- 
termining cures lies in the periodicity of the infections. 
The infection builds up to a peak in from three to five 
weeks, then subsides to a subclinical stage, then builds 
up again. 


Dracnosis OF ASCARIASIS LUMBRICOIDES 


The adult worm is pale yellow or white. The female 
ranges from 25 to 35 cm. in length. The male varies 
from 15 to 30 cm. The adults live in the small intestine 
where they may survive for years. Before the ova be- 
come infective for man, the contained embryo must 
undergo one molt within the egg. 
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Results of Various Types of Treatment 


Test After Treatment 

Per Cent 
Therapeutic Agent Cases Positive Negative Cured 
PINWORMS Piperazine citrate 576 100 476 86 
Gentian violet 281 46 235 84 
Santonin with cascara 100 45 55 55 

Totals 957 191 766 
ROUNDWORMS Santonin with cascara 48 i] 48 100 
Hexylresorcinol 91 0 91 100 
Piperazine citrate 118 t+) 118 100 

Totals 257 0 257 

Table 1. 


Children are particularly susceptible to round- 
worms. If numbers of infective ova are ingested, there 
may be an elevation of temperature to 103 to 105 de- 
grees rectally, within a period of five days correspond- 
ing to the period of migration of the larvae. This may 
be associated with frequent spasms of coughing, bron- 
chial rales, evidence of lobular consolidation and 
hemoptysis. The Physical signs often simulate an 
atypical pneumonia or pneumonitis. There may be 
generalized abdominal discomfort, nausea, anorexia, 
colicky pains and other digestive disturbances, or 
systemic toxemia may be noted. 

In heavy infections the damage caused by the larvae 
in the lung may result in a pneumonia, lobular or 
lobar, differentiated only by a high eosinophilia, the 
presence of larvae in the sputum, and perhaps an 
urticarial rash. The symptoms most commonly met 
with are nausea, dyspepsia, abdominal discomfort, ab- 
normal appetite, irregularity of the bowels, often in 
the form of two or three movements daily, or actual 
diarrhea with mucoid or bloody stools. Especially in 
children, irritability, nocturnal restlessness and dis- 
turbing dreams may be troublesome. Convulsions may 
occur. Such symptoms are partly reflex in origin and 
are in part caused by a diffusible proteose substance 
(“Ascarase”) secreted by the worm. It may cause urti- 
caria, spasmodic cough and asthmatic attacks. 

Roundworms often migrate from their habitat in the 
jejunum and may cause intestinal obstruction. From 
the stomach they may be vomited or crawl up the 
pharynx and appear in the mouth or come down the 
nostril, Here, there is danger of their obstructing the 
larynx or falling back into the lung. 
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Diagnosis depends upon the demonstration of char- 
acteristic eggs in the stool, or recovery of the adult 
worm. The adult worm may be recovered by accident. 
I recall one case where an enema was given to a 12- 
year-old boy on his third postoperative day. Six large 
roundworms were expelled with the enema. 


Treatment 


Many drugs by mouth and rectum have been used 
singly and in combination for the treatment of pin- 
worms and roundworms. One writer lists over 25 oral 
and rectal preparations. Most of the drugs listed are 
not used because of their toxicity, questionable value 
and lack of availability. 

The best preparations are piperazine citrate (Ante- 
par), oxytetracycline and gentian violet for pinw orms; 
piperazine citrate, hexylresorcinol and santonin with 
cascara for roundworms. 

In the Henrickson Clinic and the Poplar Bluff Hos- 
pital we have used the following drugs for pinworms: 
piperazine citrate, gentian violet, santonin with cas- 
cara. For roundworm infections we have used santonin 
with cascara, hexylresorcinol, piperazine citrate. 

Of all the drugs that were used, we have found piper- 
azine citrate to be the best in terms of cure rate, ease 
of administration and economy. There are almost no 
side effects. Results of various types of treatment are 
shown in Table 1. 

When pinworms had been treated, follow-up smears 
were taken seven days after the cessation of treatment. 
All patients were checked by daily Scotch tape swab 
smears to determine the result of treatment. Only 
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those patients who had seven consecutive negative 
smears were declared cured. 


DosaGE SCHEDULES 


Pinworms. Piperazine citrate is given in dosage of 
250 mg. to 1 Gm. (50 to 75 mg./kg.) in one or two 
doses daily for seven days, stopped for seven days and 
repeated for seven days. This drug has also been 
shown to be extremely effective when given for 14 
straight days. It was used in 576 cases with an 86 per 
cent cure rate. It is a pleasantly flavored and easily 
given syrup that has no untoward side effects, if given 
in the recommended dosage. Its ease of administration 
and effectiveness give a high percentage of cure and 
make it one of the better worm medicines. 

Gentian violet was given to 281 children with an 84 
per cent cure rate. The total dose is 1 mg. per pound 
of body weight divided into three daily doses, given 
after meals for a period of eight days, and repeated 
after a week. Gentian violet is effective but sometimes 
causes vomiting and abdominal pain ; the colored vomit 
may stain fabrics permanently. 

Santonin with cascara was given as a liquid con- 
taining | grain of santonin and 20 grains of cascara 
per fluid ounce and 5 per cent alcohol. The dose 
ranges from 4% to 4 teaspoonfuls twice daily for a 
period of three days. This dosage is usually repeated 
in ten to 14 days. It was given to 100 children, with a 
55 per cent cure rate. 

Roundworms. Piperazine citrate was given in the 
same dosage as for pinworms, but for only three to 
five days. The cure rate was 100 per cent. 

Hexylresorcinol is marketed as an enteric-coated 
tablet. It is given in dosage of 0.1 to 1 gram in a single 
dose on an empty stomach. It is given at breakfast time, 
with no food until the noon meal. A saline cathartic 
is given the following morning. It is quite difficult to 
administer and is irritating to the alimentary tract. 
It was 100 per cent effective against roundworms. 

Santonin and cascara, in the dosage form as for pin- 
worms, was 100 per cent effective against roundworms. 

There are five main objections to the use of enteric- 
coated tablets of gentian violet and hexylresorcinol. 
They are (1) difficulty in swallowing the tablet, (2) 
the number of tablets that have to be given in a single 
dose, (3) nausea and vomiting and abdominal pain, 
either single or in combination, (4) failure of the tab- 
let to dissolve in the gastrointestinal tract, (5) danger 
of the drug in hepatic or renal diseases. 


Thoughts on Prevention 


The control and management of enterobiasis and 
ascariasis does not end with the destruction of the 
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parasitic organisms in the bowel of the host, but must 
also provide for the prevention of reinfection. ‘I jie 
prevention of reinfection can be handled in these thrce 
ways: 

1. Treatment of the infected person. 

2. An attempt to rid the environment of infective 

eggs. 

3. Education of the public as to how the infection is 

spread and how it is to be avoided. 

During treatment for pinworms, the mother is in- 
structed as follows: 

1. Nails are to be kept short. 

2. Scrub hands and nails after toilet and before 
meals. 

3. Clean and air linens and bedding daily. 

4, Separate wash clothes and towels for face and 
body. 

5. Sterilize nonwashable toys. 

6. Raise the room temperature as high as possible, 

7. Clean bedrooms daily with vacuum cleaner. 

8. Apply carbolated Vaseline to rectum and sex 
organs. 

9. Give child shower bath or stand-up bath daily, 
preferably in morning. 

10. Bring Scotch tape swab taken on 10th, 20th and 

30th day after treatment to office. 

Most people use the term “worms” in a very general 
way. The attitudes of both the lay person and the 
medical profession tend to go to extremes, one being 
that it’s “something that could not happen to my 
family or to my patients” and the other that “all chil- 
dren have worms, ‘so what’!” We as physicians must 
recognize the fallacy of both beliefs. 

If you can convince the public that there is no 
stigma involved in acquiring the disease (only in keep- 
ing it) and that it must be thought of in making a 
diagnosis, they would be more forthright in combating 
it. 

Although pinworms are not confined to the lower 
social and economic levels, crowded living conditions, 
poor facilities for personal hygiene and laundry, faulty 
heating and excessive humidity are factors that influ- 
ence the severity and prevalence of enterobius infection. 

While the last word has not been said as to methods 
of complete elimination of the infections, it is quite 
apparent that they are very common, that they under- 
mine the general health through lack of sleep and 
nervousness, that the illness is acute in some cases and 
that there are several drugs on the market that will 
promptly cure a large proportion of the cases by a 
brief, inexpensive, easily administered course of treat- 
ment. Granted that the disease recurs in certain cases 
and that present methods of treatment do not elimi- 
nate it in others, yet in these, symptoms may be greatly 
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relieved and repeated treatments should bring about 
eventual cure. 

Measures of personal and environmental hygiene 
should never be suggested without concomitant pre- 
scription of specific medication. Furthermore, a pro- 
cedure must be chosen that is practical, and at the 
same time holds out promise of cure within a reason- 
able period of time. There is no place for temporary 
measures. All members of the family should be treated 
together in a group. 


7:00 A.M. 


2:00 P.M. 4:00 P.M. 
LO.P. “Dr. Smith won‘t 
be able to cover 
your practice next week.” 
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In many cases, reinfection occurs in spite of ade- 
quate treatment. A child may be reinfected by his 
playmates. Pinworms and roundworms have been 
found in the appendix with increasing frequency. Oc- 
casionally, control is possible only after a worm-filled 
appendix has been surgically removed. Pinworms have 
even been detected in the Fallopian tubes and within 
the peritoneal cavity. 

A bibliography accompanying this article is available upon 
request from the Editorial Office of GP. 


“A Day in the Life of a Doctor’s Stomach” 
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Each year, members of a different 
well-known medical faculty prepare artules 
for this regular GP department. 

This is the third of twelve 

from Baylor University. 


Practical Therapeutics 


Diagnosis and Treatment of Dissecting Aneurysm of the Aorta 


“BY OSCAR CREECH, JR., M.D., MICHAEL E. DE BAKEY, M.D. 


AND DENTON A. COOLEY, M.D. 


Cora and Webb Mading Department of Surgery, Baylor University College of Medicine 


Houston, Texas 


Dissectinc ANEuRYSM has been recognized as a patho- 
logic entity for many years although it has assumed 
clinical importance only recently. The first accurate 
post-mortem description of a dissecting aneurysm was 
teported by Morgagni in 1708. Prior to that time 
“internal aneurysms” had been described, the most 
notable of which was reported by Vesalius, but identi- 
fication of these as dissecting aneurysms is doubtful. 

In the case described by Morgagni, an ulceration 
was found about two inches above the aortic valves, in 
which there were three or four deep foramina, each of 
them “‘of the bigness of a lentil” and angular rather 
than round. Winding sinuses extended obliquely from 
these foramina and reached the external lamina of the 
aorta. Morgagni described the external lamina as being 
of a brownish color mixed with red and thickened by a 
“great flow of moisture.” In the middle of the redness, 
the external lamina was lacerated and the blood had 
made its way into the pericardium by a foramen simi- 
lar to the internal foramen and almost of the same size. 

Other reports of dissecting aneurysm appeared sub- 
sequently. In one of these, Nicholls stated that an im- 
pediment to the progressive motion of blood within a 
¥essel which greatly raises the intravascular pressure 
might produce rupture of the internal coat. He re- 
ported the necropsy observations on the body of King 
George II, who died from a rupture of the right ven- 
tricle while at stool. A dissecting aneurysm within the 
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coats of a dilated aortic arch was demonstrated. There 
was a large transverse rent in the intimal coat, and 
Nicholls offered these findings as confirmation for his 
theory regarding the etiology of dissecting aneurysm, 
namely, an increased intravascular pressure. 

In spite of these lucid descriptions of the pathologic 
process, the term dissecting aneurysm was not em- 
ployed until Laennec described the condition in 1819. 
Somewhat later Shekelton reported cases of “healed” 
dissecting aneurysm in which the circulation was re- 
stored through a second opening of the false passage 
into the aortic lumen. 

It was Peacock in 1843 who first emphasized the 
clinical manifestations of dissecting aneurysm and 
clearly defined it as a distinct entity. Later he was able 
to collect 80 cases from the literature. Since that time 
many reports have appeared, bringing the total num- 
ber of cases recorded in the literature to more than 
700. 

Although long recognized as a pathologic entity, 
antemortem diagnosis of the condition was not re- 
ported until 1856, and by 1940 there were only 33 in- 
stances of correct clinical diagnosis recorded. Within 
the past decade, however, an increased awareness of 
dissecting aneurysm of the aorta and a better under- 
standing of its clinical and roentgenologic manifesta- 
tions have resulted in a gratifying increase in the 
number of cases correctly diagnosed prior to death. 
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Thus Levinson and associates report a correct clinical 
diagnosis in 27 per cent of cases, and David McPeak, 
Vivas-Salas and White, a 50 per cent incidence of cor- 
rect antemortem diagnosis. 


Incidence 


The incidence of dissecting aneurysm is reported to 
be between 0.1 and 1 per cent of autopsy cases. How- 
ever, in a recent report Jordan refers to the experience 
of Teare who in 32,000 coroner’s cases found dissect- 
ing aneurysms in 451, an incidence of 1 in 70 (1.4 
per cent). 

In general, males are affected about twice as often as 
females, although in the later decades, females are af- 
fected proportionately more. No age is exempt from 
the condition, but the highest age incidence occurs be- 
tween the fourth and seventh decades. Dissecting 
aneurysm of the thoracic aorta occurring in two boys 
14 months and 10 years old, respectively, is reported 
by Frei. Other cases occurring in younger age groups 
have been associated with coarctation of the aorta. 

Schnitker and Bayer, in a review of dissecting 
aneurysm of the aorta occurring in young individuals, 
found that almost 25 per cent of the collected series 
of 580 cases occurred in individuals under the age of 
40. They emphasized that the incidence in this age 
group is considerably in excess of the incidence of other 
serious vascular accidents such as coronary occlusion. 
About 50 per cent of 49 female patients in their series 
were pregnant when dissecting aneurysm was diag- 
nosed. Of these cases, three had some degree of nar- 
rowing of the thoracic aorta. 


Pathogenesis 


The underlying pathologic lesion in dissecting 
aneurysm appears to be degeneration of the elements 
of the media. This coat of the vessel is the principal 
supporting structure of the vessel wall. Thus any de- 
generation of its elements may give rise to serious con- 
sequences. In dissecting aneurysm the degenerative 
process usually appears as a form of cystic necrosis 
that is apparently unrelated to atherosclerosis, syph- 
ilis or other common diseases of the aorta. 

Although hematomas may form in the wall of the 
aorta independently, generally the process begins as 
a transverse tear in the intima and the inner layers of 
the media just above the semilunar valves. The 
second most common site for the origin of the dissect- 
ing process is in the descending thoracic aorta near 
the origin of the left subclavian artery or the ductus 
arteriosus. 

Through this intimal and partial medial tear blood 
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gains access to the medial coat which is weakened 
the cystic degenerative process. As a result the blood 
tunnels its way along the media, usually in a centrifu- 
gal fashion, involving a portion or all of the circum- 
ference of the aorta. Branches may be sheared off as 
they are encountered, or the process may extend along 
these branches for varying distances, thus diminishing 
or interrupting the blood supply through these vessels. 
Dissection may extend distally as far as the popliteal 
fossa, or it may pass in a proximal direction toward 
the root of the aorta with rupture into the pericardial 
sac. Gager has described a clinicopathologic classifica- 
tion as follows: 

1. Cases with rupture of the intima, dissection of the 
media and perforation of the adventitia within seconds 
or minutes, death occurring suddenly and without 
warning. 

2. Cases in which dissection progresses more slowly, 
the various stages being separated by intervals of time. 
The intimal tear usually causes pain and collapse and 
is followed by a period of freedom from symptoms, and 
then some element of strain brings about final terminal 
perforation and death days, weeks or months after the 
initial onset. In these cases there is usually sufficient 
time for observation and evaluation of symptoms and 
signs so that diagnosis may be established. 

3. Cases in which the dissecting process re-enters the 
true aortic lumen, thus forming a “healed” aneurysm. 


Symptoms and Signs 


Characteristically the symptoms of dissecting aneu- 
rysm appear with great suddenness and are manifested 
by severe, almost indescribable pain in the chest and 
upper abdomen. The pain is frequently of such severity 
as to be unrelieved by opiates. It may radiate into the 
lower abdomen and thighs, along the course of the ribs 
or to the back. Frequently pain is localized in the inter- 
scapular or precordial areas and may even extend to 
left shoulder and left upper extremity. Less commonly 
pain is minimal or may be absent entirely and the 
initial symptom consists of syncope. 

Bizarre cerebral and peripheral symptoms may de- 
velop as a result of interference by the dissecting proc- 
ess with the blood supply to the central nervous sys- 
tem or to the extremities. Under these circumstances 
the clinical manifestations are confusing unless dis- 
secting aneurysm is suspected. When dissection ex- 
tends to major branches of the aorta, interference with 
peripheral blood flow in the extremities commonly re- 
sults. In the upper extremities there may be a diminu- 
tion or absence of one or both radial pulses, with cor- 
responding alterations in the blood pressure. The sud- 
den appearance of ischemic changes in the lower ex- 
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tremities may suggest an acute vascular accident such 
as thrombosis or embolism. 

Dissecting aneurysm of the aorta occurs most com- 
monly in patients with a previous history of hyper- 
tension. Of particular diagnostic significance is the ap- 
pearance of an aortic diastolic murmur in patients in 
whom such a murmur did not exist previously. It has 
been suggested that this murmur is due to the fact that 
the false passage functions as a shunt, and regurgita- 
tion through the intimal tear above the aortic valves 
produces the diastolic murmur. Others are of the 
opinion that stretching of the aortic ring produces the 
incompetency. 

In almost every instance some abnormality of the 
electrocardiogram is demonstrable. This may take the 
form of left ventricular strain, or the pattern may even 
suggest myocardial infarction. However, in equivocal 
cases, the absence of a pattern of myocardial infarction 
argues strongly for a diagnosis of dissecting aneurysm 
in preference to that of coronary occlusion. 


Roentgenologic Findings 


Although the diagnosis of dissecting aneurysm may 
be suspected from its clinical manifestations, it can be 


established with reasonable certainty by adequate 


radiologic examination. Increase in width of the supra- 
cardiac shadow as a result of widening of the thoracic 
aorta is one of the earliest roentgenographic changes. 
The widening may involve the entire thoracic aorta or 
only a small segment of it. When there has been ex- 
travasation of blood into the mediastinal tissues, the 
widening may be accentuated. Roentgenograms made 
prior to dissection are of particular value for com- 


‘parison of the supracardiac shadow and the diameter 


of the aorta. A pleural effusion, particularly on the 
left, is another important feature. 

As demonstrated by Wood and associates, dissection 
along one of the major branches of the aorta is a sig- 
nificant finding. This condition usually appears as an 
arcuate excrescence extending outward from some 
point in the aortic arch. Another common radiologic 
finding is that of a double aortic shadow consisting of 
a somewhat dense central core and an outer more 
radiolucent portion representing the dissected passage. 
Generally this double shadow can be seen best in the 
distal portion of the arch and the descending thoracic 
aorta. In cases of long-standing, intimal calcification 
forming along the walls of the false passage gives a 
double-barreled appearance to the aorta. Finally, oblit- 
eration of the notch or concavity below the aortic knob 
May suggest dissecting aneurysm, although it is fre- 
quently present in other types of aneurysms as well. 

The single most important radiologic examination is 
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angiocardiography. Prior to the injection of the con- 
trast medium, scout films are made in the left anterior 
or right posterior oblique, posteroanterior and left 
lateral projections to determine the position in which 
the ascending, transverse and descending portions of 
the thoracic aorta are best outlined. On the basis of 
these films, the patient is properly positioned, and the 
contrast medium is injected. Not only can the presence 
of dissecting aneurysm be demonstrated by angiocardi- 
ography, but the site of initial rupture may be identi- 
fied as well. This is particularly true if the dissecting 
process begins at or just distal to the left subclavian 
artery. 

Diagnosis. A presumptive diagnosis of dissecting 
aneurysm of the aorta can be readily made from the 
clinical manifestations alone. A history of sudden, 
severe pain in the chest, epigastrium or back in a pa- 
tient with a previous history of hypertension should 
suggest dissecting aneurysm. When there are associ- 
ated peripheral arterial or central nervous system 
symptoms, the diagnosis is almost certain. The ap- 
pearance of an aortic diastolic murmur, particularly 
when one was known not to have been present before, 
and an electrocardiographic tracing which does not 
suggest myocardial infarction strengthen the diagnosis. 
Roentgenographic findings of widening of the supra- 
cardiac shadow, pleural effusion, and especially the 
demonstration of a false passage in the aorta by angio- 
cardiography confirm the diagnosis of dissecting aneu- 
rysm. Even in the presence of equivocal clinical mani- 
festations, these roentgenologic abnormalities justify 
the diagnosis. 


Treatment 


The dreadful prognosis associated with dissecting 
aneurysm reflects the ineffectual forms of therapy that 
have been available. Thus, in about 90 per cent of the 
cases, dissecting aneurysm of the aorta is rapidly fatal. 
Death may come within hours after the onset of symp- 
toms in the acute type, whereas in those with the sub- 
acute form, survival may vary from one to several 
weeks. Only in about 10 per cent of patients with the 
chronic or healed type of dissecting aneurysm is there 
a chance of significant survival, and even in this group 
further dissection may take place or death may result 
from cardiac failure. 

Until recently, treatment was exclusively sympto- 
matic and consisted of measures generally employed in 
the treatment of coronary occlusion. Probably the first 
attempt to treat this condition surgically was made by 
Gurin, Bulmer and Derby. In 1935 these authors re- 
ported a case of dissecting aneurysm of the aorta in- 
volving the right external iliac and femoral arteries. 
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Figure 1. Diagrams showing one type of surgical procedure em- 
ployed in the treatment of dissecting aneurysm. In (a) the aneurysm 
is shown beginning in the ascending aorta and extending through- 
out the descending thoracic aorta. The aorta is transected and in 
(b) a window is created in the inner wall of the false passage. The 
false passage is obliterated by sutures distally and the aorta reanas- 
tomosed. The new direction of blood flow is shown in the inset. 


Figure 2. Diagrams showing another type of surgical procedure. 
In this instance the dissecting aneurysm begins just distal to the 
lefé subclavian artery thus making excisional therapy feasible. 
In (a) occluding clamps have been applied above the false passage 
and distally below the dilated portion of aorta. Following excision 
of the intervening segment, the distal false passage is obliterated 
and aortic continuity restored with a homograft (b). 
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The right femoral artery was exposed first and no pul- 
sation was visible. The abdomen was then opened and 
the right external iliac artery isolated about three 
inches above Poupart’s ligament. This vessel was found 
to have an infiltration of dark blood in its lateral third 
which extended as far as could be seen in both direc- 
tions. A longitudinal incision was made into the 
anterior surface of the vessel which appeared to be 
relatively normal. Upon entering the vessel, an athero- 
matous mass was encountered completely plugging the 
lumen that was narrowed by the dissecting process. 
The intima and media opposite the atheroma were in- 
cised from within the vessel, and a small curved clamp 
was inserted through this incision into the space be- 
tween media and adventitia. There was a steady flow 
of dark, unclotted blood from this space, and with the 
escape of blood, the obstruction was relieved. Thus 
when the proximal clamp was momentarily released, 
bright arterial blood flowed from the incision. The 
vessel was closed, and good pulsations were restored 
to the right lower extremity. The patient became 
uremic and died on the sixth postoperative day. 

A second attempt at surgical correction of a dis- 
secting aneurysm was reported by Johns in 1953. In 
this case, suture repair of a perforated dissecting 
aneurysm of the abdominal aorta was performed, but 
the patient failed to survive. 

The application of a surgical procedure somewhat 
similar to that employed by Gurin, Bulmer and Derby 
has been reported recently by Shaw. In this instance 
a longitudinal incision was made into the dissecting 
aneurysm in the lower abdominal aorta, a soft clot was 
extracted from its lumen permitting free flow of blood 
from above, and then a small window was made into 
the true aortic lumen by excising a portion of the inner 
aneurysmal wall. By this procedure, pulses were re- 
stored in the femoral arteries, but the patient suc- 
cumbed on the ninth postoperative day. 

The pathologic features of dissecting aneurysm of 
the aorta suggest that treatment based upon nature’s 
method of healing may be feasible and effective. As 
indicated previously, in about 10 per cent of cases, 
spontaneous re-entry of the dissected passage at some 
distal point in the aorta results in restoration of the 
peripheral circulation and removes the increased ten- 
sion upon the outer wall, thus preventing rupture. 
Operation, therefore, is directed toward the creation 
surgically of conditions that interrupt the progress of 
dissection and restore aortic function. 

Although the principles underlying the operative 
procedures are the same for most cases, several sur- 
gical approaches may be employed depending upon 
whether the dissecting process is localized or diffuse. 
For instance, when dissection begins in the ascending 
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part of the aortic arch, the procedure consists of the 
creation of a re-entry passage into the aortic lumen 
above, and obliteration of the false passage below 
(Figure 1). This is accomplished by cross-clamping 
the descending thoracic aorta just distal to the left 
subclavian artery, dividing it completely, and obliter- 
ating the false passage below by suturing together the 
outer and inner layers. A small segment is then excised 
from the intimal and medial layer above to produce a 
re-entry of the dissected false lumen. The procedure 
is then completed by end-to-end anastomosis. Thus 
blood flow is diverted from the false passage above into 
the single lumen below. Reducing the extent of the 
false passage tends to reduce peripheral resistance to 
blood flow and diminishes the likelihood of rupture 
of the outer wall. In addition, the restoration of blood 
flow through the normal aortic lumen tends to relieve 
the compressive effects of the false passage upon major 
vascular channels arising from the lower thoracic and 
abdominal aorta. 

When the dissecting process begins near the origin 
of the left subclavian artery, a more curative type of 
operation may be employed. This consists of excision 
of the dissecting process, particularly its site of origin, 
closure of the false passage below, and restoring con- 
tinuity either by end-to-end anastomosis or by inser- 
tion of a homograft (Figure 2). In the management of 
these cases after operation, it is extremely important to 
control the hypertension until such a time as the outer 
wall has been sufficiently reinforced by fibrous connec- 
tive tissue to prevent rupture. 

Our experience with the surgical treatment of dis- 
secting aneurysm consists of 13 cases. In four, the 
dissecting process had its origin in the ascending 
aorta, while in nine the intimal tear occurred just distal 
to the left subclavian artery. The false passage extended 
the length of the descending aorta in all but two cases, 
and in three instances it was demonstrated to extend 
beyond the aortic bifurcation. 

In the group in which dissection began in the as- 
cending aorta, the surgical procedure consisted of 
creating a re-entry into the true aortic lumen, while 
in the remaining nine cases, treatment consisted of 
lateral aortorrhaphy, end-to-end anastomosis, or in- 
sertion of a homograft. Of the 13 patients, ten survived 
operation and have remained well. 

The following case history illustrates one of the sur- 
gical procedures employed in the treatment of dissect- 
ing aneurysm. 


Illustrative Case 


D. W., a 47-year-old white man, was admitted to 
Methodist Hospital on November 18, 1955, with a 
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complaint of epigastric and substernal pain of 14 days’ 
duration. The pain, appearing suddenly while he was 
on a shopping trip, began in the substernal and epi- 
gastric regions and radiated into both lower abdominal 
quadrants. In addition, there was numbness in the 
right lower extremity. He was taken to a local hospital 
immediately where examination revealed a blood pres- 
sure of 180/140 mm. Hg. The abdomen was rigid, and 
the lower extremities were cold, pallid and pulseless. 
A chest roentgenogram revealed an enlarged, tortuous 
thoracic aorta, and roentgenologic examination of the 
abdomen was negative. Laboratory studies revealed 
severe hematuria and a moderate elevation of the blood 
nonprotein nitrogen. 

Within two hours after admission, the pulses re- 
turned to both lower extremities. The pain shifted 
from the epigastric region to an area to the right of the 
umbilicus, and hematuria began to subside. During 
the succeeding week, the pain remained constant in 
the right side of the abdomen, but was easily controlled 
with opiates. The blood pressure gradually declined 
to about 190/100 mm. Hg. 

The past history was significant in that the patient 
had had rheumatic fever as a youth and was known to 
have had hypertension for six years. 

His condition steadily improved, and on the four- 
teenth day after onset of symptoms he was transferred 
to the Methodist Hospital. 

Physical examination on admission revealed a blood 
pressure of 180/115 mm. Hg. The remainder of the 


physical examination was essentially negative. 


Figure 3. (a) Posteroanterior roentgenogram of the chest showing 
widening of the supracardiac shadow. (b) Angiocardiogram dis- 
closes a dissecting aneurysm beginning at the left subclavian artery 
and extending as far as the diaphragm. The true aortic lumen is 
outlined by dense contrast material while the false passage appears 
as a superimposed, more radiolucent shadow. 
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Figure 4. Photograph made at operation showing slight dilatation 
of the distal arch and upper descending thoracic aorta. On the left 
the origin of the left subclavian artery is seen. 


Laboratory studies revealed a hemoglobin of 12.4 
Gm. and a leukocyte count of 16,400. Roentgenograms 
of the chest disclosed widening of the supracardiac 
shadow due primarily to enlargement and tortuosity 
of the thoracic aorta (Figure 3a). Intravenous pyelo- 
grams were normal. 

On November 21, an angiocardiogram was performed 
and revealed a double lumen in the thoracic aorta be- 
ginning just distal to the left subclavian artery and ex- 
tending as far as the diaphragm (Figure 3b). 

The electrocardiogram was compatible with left ven- 
tricular hypertrophy with ischemia. 

On November 23, 1955, operation was performed 
under general body hypothermia. Through a left 
thoracotomy, the aorta was exposed and found to be 
dilated with a considerable degree of inflammatory 
edema surrounding it and extending proximally to the 
origin of the left subclavian artery (Figure 4). 

The descending thoracic aorta and the distal portion 
of the arch were mobilized, and occluding clamps were 
applied to the aorta at the base of the left subclavian 
artery and the descending thoracic aorta in its mid- 
portion. The left subclavian artery was also occluded. 
The intervening segment of aorta was then excised. 

The aorta was found to have a double lumen with 
the false (dissected) passage occupying the left lateral 
half of the circumference of the vessel (Figure 5a). 
There were some organized thrombi in the false lumen 
(Figure 5b). 

In the distal segment of the aorta, the dissected por- 
tion of the wall was reapproximated to the outer layers 
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Figure 5a. Examination of the excised specimen reveals a dissect- 
ing aneurysm involving more than one-half the circumference of 
the aorta. 


by continuous suture, thus obliterating the opening in 
the false passage. It was ascertained that the dissecting 
process began just distal to the left subclavian artery, 
so the preximal segment of the aorta was trimmed to 
completely remove the false passage. Aortic continuity 
was then restored with a lyophilized homograft (Figure 
6). Upon release of the occluding clamps a good pulsa- 
tile flow of blood was obtained through the graft and 
into the distal descending aorta. The period of vc- 
clusion was 37 minutes. 

The patient’s postoperative course was entirely un- 
eventful, and he was discharged on December 8, 1955. 
He has since remained completely free of symptoms 
and has resumed normal activities. 


Summary 


Although recognized as a pathologic entity for many 
years, dissecting aneurysm of the aorta has assumed 
clinical importance only recently. 

The condition is found in approximately one in 400 
autopsies. Males are affected twice as often as females, 
and the maximum age incidence occurs between the 
fourth and seventh decades. In young individuals co- 
arctation of the aorta and pregnancy are frequently 
associated with the development of dissecting aneurysm. 

The essential pathologic feature is cystic necrosis of 
the media. The process usually begins as an intimal 
tear just above the semilunar valves or at the left sub- 
clavian artery or ductus arteriosus. Upon gaining en- 
trance to the wall, the blood separates the media at its 
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Figure 5b. The false passage is partially filled with blood clot. 


middle and outer thirds, thus providing dissection. 
The process may extend distally to the popliteal ar- 
teries, or proximally to rupture into the pericardial sac. 

In the acute form, there is rapid terminal perforation 
of the outer layer of the wall, with death resulting in a 
few hours or days. In the subacute type, dissection 
occurs more gradually, with final rupture days or weeks 
after onset. In the chronic, or healed, type the dissected 
passage re-enters the aortic lumen. 

Clinical manifestations are characteristic and when 
supported by appropriate radiologic examination, par- 
ticularly angiocardiography, the clinical diagnosis can 
be readily established. 

Treatment is based upon nature’s method of healing, 
whereby a re-entry into the true aortic lumen inter- 
rupts the progress of dissection and restores aortic 
function. Several surgical procedures may be utilized, 


Figure 6. Photograph made at operation showing restoration of 
aortic continuity with a homograft. The proximal anastomosis is 
just distal to the left subclavian artery. 


depending upon whether the dissecting process is 
localized or diffuse. When dissection begins in the 
ascending aorta, the procedure consists of creating a 
re-entry passage into the aortic lumen above and oblit- 
eration of the false passage below. When dissection 
begins distal to the left subclavian artery, the procedure 
consists of excision of the segment of involved aorta, 
obliteration of false passage below, and restoration of 
continuity by end-to-end anastomosis or homograft. 

Thirteen patients with dissecting aneurysm of the 
aorta have been treated by these methods. In four, a 
re-entry passage was created, and in nine, excisional 
therapy was employed. Of the 13 patients, ten survived 
operation and have remained well. 


An extensive bibliography accompanying this article is available 
upon request from the Editorial Office of GP. 


Adrenal Insufficiency 


THE INCREASING NUMBER of radical surgical procedures per- 
formed on the chronically ill patient and the present-day 
frequency of cortisone therapy for various conditions result 
i a greater incidence of adrenal cortical insufficiency dur- 
ing the course of operative procedures. In one year at the 
Memorial Center for Cancer and Allied Diseases, one out 
of every 300 surgical patients exhibited some form of hypo- 
function of the adrenal cortex during surgery or in the im- 
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mediate postoperative period. The usual signs of adrenal 
cortical insufficiency are persistent hypotension with fail- 
ure to respond to adequate blood replacement and vaso- 
constrictors, respiratory depression, and a_ prolonged 
reaction time after anesthesia. Patients with signs of 
adrenal cortical hypofunction react favorably and rapidly 
to the intravenous administration of a solution of hydro- 
cortisone.—WituiaM S. How M.D., OLGA SCHWEIZER, 
M.D., C. Paut Boyan, M.D. and Atma C. Dotro, .p., 
JAMA, 160:1271, 1956. 
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The Heart in Muscular Dystrophy 


IT HAS BEEN ESTIMATED that the heart is involved in 50 
to 85 per cent of cases of progressive muscular dys- 
trophy, particularly of the childhood type. The cardiac 
manifestations have been linked to the primary myop- 
athy by several authors, who have suggested the term 
“dystrophic heart disease.” 

Berenbaum and Horowitz report the case of a 28- 
year-old man with advanced progressive muscular dys- 
trophy who developed cardiomegaly in less than one 
year, a preterminal bout of congestive heart failure, and 
died suddenly. A post-mortem examination was not 
done. There was no history or clinical evidence of 
rheumatic, hypertensive, coronary or congenital heart 
disease; myocardial involvement by the dystrophic 
process was considered the most likely diagnosis. 

Several pathologic studies have revealed lesions in 
the cardiac muscle identical with the lesions in the 
skeletal muscle. Disease of the coronary arteries has 
not been noted. 

The clinical manifestations of dystrophic heart dis- 
ease are nonspecific. Most frequently noted have been: 
tachycardia and arrhythmias, cardiomegaly, congestive 
heart failure, and nonspecific electrocardiographic ab- 
normalities. The most frequent abnormalities in the 
electrocardiogram were of the P waves. 

The pathologic findings in the heart are most com- 
monly an increase of connective tissue, atrophy of 
muscle cells, extensive patches of myocardial fibrosis, 
and considerable infiltration of fat. 

The authors emphasize that muscular dystrophy is 
not rare. It is estimated that there are well over 200,000 
cases in the United States alone. The high percentage 
of cardiovascular complications in this group makes the 
problem of dystrophic heart disease an important one. 
It should be considered more frequently in the differ- 
ential diagnosis of obscure forms of heart disease, espe- 
cially those vaguely designated as “idiopathic myo- 
carditis.” (Am. Heart J., 51:622, 1956.) 
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Tips from Other Journal 


Visceral Larva Migrans 


VISCERAL LARVA MIGRANS is caused by ingestion of em- 
bryonated ova of dog or cat roundworms. Recently, 
Heiner and Kevy detected the syndrome in three of 
the four children in a single family. The clinical mani- 
festations varied from a severe, nearly fatal illness in 
one to an asymptomatic state recognized only by means 
of a screening blood count (eosinophilia) in another. 
The third sibling was mildly ill with transitory symp- 
toms. 
Diagnosis of this disorder, as described by the au- 
thors, depends upon features outlined as follows: 
I. Background. 
A. Age: childhood (1 to 4 years). 
B. History or implication of pica (with dirt eating). 
C. Family pet: dog or cat. 
II. Most common findings. 
A, General. 
1. Leukocytosis with eosoinphilia (15 to 80 per cent). 
2. Hyperglobulinemia (gamma globulin). 
B. Visceral involvement. 
1. Hepatomegaly. 
2. Splenomegaly. 
3. Skin rashes. 
4. Pulmonary infiltrations, wheexng. 
Ill. Less common, serious visceral involvement. 
A, Brain: convulsions. 
B. Eyes: “pseudotumor,” choroiditis. 
IV. Accessory aids in diagnosis. 
A. Discovery of roundworm ova in soil of yard. 
B. Discovery of ova in stool of family pet. 
(New England J. Med., 254:629, 1956.) 


Medical Treatment of Pyloric Stenosis 


MarsHatt, Sass AND Brown found evidence of pyloric 
obstruction in 201 out of a total series of 1,500 cases of 
peptic ulcer. Most of the examples of obstruction were 
in patients having duodenal ulcer. In all but a few 
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cases, the pyloric obstruction quickly subsided under a 
regimen of intensive medical therapy. 

The plan of therapy was as follows: As soon as a 
diagnosis of pyloric obstruction was made, the stomach 
was emptied by intubation. During the first 24 hours, 
food was withheld. The patient received oral medica- 
tion every half hour for 16 hours (7:00 a.m. to 11:00 
p.M.) and then hourly for the eight-hour period fol- 
lowing (11:00 p.m. to 7:00 a.M.). The medication 
consisted of a mixture of aluminum hydroxide, calcium 
carbonate, magnesium oxide, phenobarbital, and atro- 
pine sulfate. Beginning with the second day, the patient 
was placed on an “ambulatory” schedule. This con- 
sisted of unrestricted diet and continuation of alu- 
minum hydroxide every half hour from 7:00 A.M. to 
11:00 P.M. and twice during the eight-hour night 
period. Calcium carbonate, phenobarbital, and atro- 
pine sulfate were also continued at intervals of two 
hours during the day. The “‘ambulatory” regimen was 
continued for 44% months. 

As a result of their trial of this plan, the authors 
reached the following conclusions: 

1. Although pyloric obstruction is a common com- 
plication of peptic ulcer, it is usually controlled by 
medical therapy alone. 

2. For medical treatment to be successful it must be 
intensive in terms of the following provisions: (a) neu- 
tralization of acid, (b) sedation, (c) relief of spasm. 

3. Prevention of recurrences of peptic ulceration 
{and pyloric obstruction) requires that intensive use of 
medications be continued for months. (Surg., Gynec. 
& Obst., 102:33, 1956.) 


Postoperative Myocardial Infarction 


Iv A serIES of 50 patients undergoing biliary-tract or 
other upper abdominal surgery, Mendelsohn and 
Monheit carefully observed electrocardiographic and 
blood pressure records during and after operation. 
Nine patients developed electrocardiographic evidence 
of myocardial ischemia in the immediate postoperative 
period. In four of these, myocardial infarction evolved 
(see accompanying diagram). 

The patients having postoperative myocardial in- 
farction had been known to have cardiac disease, 
but they had not been deemed poorest risks. There 
was nothing to distinguish their operative course from 
that of other patients. They had not suffered from 
oxygen want nor had hypotension been induced. The 
postoperative clinical course would have given no 
grounds for recognition of myocardial infarction if an 
lectrocardiogram had not been available. 

On the basis of this experience, the authors re- 
firmed the advisability of obtaining preoperative and 
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postoperative electrocardiograms in cardiac patients 
undergoing major surgery. They speculated that post- 
operative “silent” myocardial infarction may be more 
prevalent than is generally supposed. (New England J. 
Med., 254:307, 1956.) 


Rheumatoid Spondylitis 


IN THEIR REVIEW, “The Natural History of Rheumatoid 
Spondylitis,” Blumberg and Ragan reiterate that this 
disease mainly afflicts young men. The maximum inci- 
dence of onset tends to be years earlier than is the case 
for peripheral rheumatoid arthritis. If these two types 
of joint condition are indeed the same disease, cer- 
tainly they differ in other important particulars. For 
example, although peripheral joints are sometimes in- 
volved in rheumatoid spondylitis, they are mainly the 
large joints (shoulders, hips, knees). Involvement of 
wrists and fingers (so typical of peripheral rheumatoid 
arthritis) is rarely seen. 

According to Blumberg and Ragan, the natural his- 
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tory of the disease is such that pain and evidence of 
“activity” of the disease are features of the early course, 
and tend to disappear with time. On the other hand, 
x-ray changes and physical deformity come into the 
picture gradually over a period of many years. How- 
ever, barring some complicating disorder, the patient 
is likely to retain good functional activity (in terms of 
working regularly and effectively) throughout life. 
The authors emphasize that rheumatoid spondylitis 
does not cause death. Moreover, it does not usually 
interfere with productivity. About 25 per cent of pa- 
tients have episodes of iritis, and sometimes this can 
impair vision. Valvular heart disease (presumably rheu- 
matic) is fairly prevalent. 
The major therapeutic objectives and methods can 
be outlined as follows: 
. Relief of pain (methods listed in order of trial). 
A. Aspirin. 
B. X-ray therapy. 
C. Phenylbutazone. 
D. Cortisone and analogues. 
II. Prevention of deformity or handicap. 
A. Maintaining good posture. 
B. Extension exercises for back. 
C. Breathing exercises. 
III. Maintenance of functional ability. 
A. Avoidance of body-restricting therapy. 
IV. Provision of information. 
A. Optimistic features. 
1. Good outlook for normal functional 
ability. 
2. Likelihood that pain will disappear 
spontaneously. 
B. Acceptance of unpleasant features. 
1. Progressive deformity. 
2. Iritis. 
(Medicine, 35:1, 1956.) 


Swallowed Objects in Children 


LarF AND ALLEN have summarized their experiences 
with ingested radio-opaque foreign bodies in children. 
From December, 1949, to July, 1955, 216 such objects 
were found in the alimentary tract (an additional 15 
in the respiratory passages). 

Forty-six coins, 12 open safety pins and 15 miscel- 
laneous objects were located in the esophagus. Thirty- 
two coins were found in the “weak spot” below the 
cricopharyngeus muscle, and were removed by forceps. 
The others were in the lower fourth of the esophagus 
and were either removed under endoscopy or pushed 
into the stomach. 

The rest of the coins, pins and miscellania were 
found in the stomach or intestines. All of the coins 
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were passed spontaneously. Eleven of 28 bobby } ins 
passed spontaneously. Seventeen (ten from the stom- 
ach, six from the duodenum, one from jejunum) were 
removed by peroral magnet. 

When these authors encounter such a patient, after 
the history and routine physical examination, the parent 
is asked to furnish a similar object. The mouth, nose 
and throat are searched in the examining room. Roent- 
genograms are then made, first of the abdomen, then 
of the chest and neck. (The lateral film of the neck is 
especially important, since objects lodged in the re- 
cesses of the pharynx may be overlooked in the antero- 
posterior neck film.) 

Objects found in the esophagus are then removed 
by forceps, or by magnet under esophagoscopy. If 
the object is in the stomach, and if it is of a type usually 
passed without difficulty, the patient is sent home to 
await its passage. Each stool must be strained. Many 
passed objects are missed. 

If the object is in the stomach, and if it is magnetic 
and of a type poorly passed, a magnet on a catheter is 
introduced through the mouth and manipulated under 
the fluoroscope until it contacts the object. Sedation 
or anesthesia is employed when necessary. Prepara- 
tions for bronchoscopy are made in case the foreign 
body becomes detached and aspirated during removal. 

Long objects are frequently found in an oblique 
position to the left of the midline, held there by the 
sharp angulation at the ligament of Treitz. A magnet 
on a string or duodenal tube is passed to the duo- 
denum, usually reaching such an object in one to three 
hours. If objects beyond the upper jejunum remain in 
one position for several days, they too are removed 
with the magnet on a long tube. The authors point out 
that in excitable or uncooperative patients, anesthesia 
need not be given until the object has been located 
and the magnet attached. The magnet, easily swallowed 
by even the uncooperative child, is allowed to attach 
itself. It may then be removed at the operator’s con- 
venience. 

Laff and Allen find that search of the stomach and 
bowel for nonopaque objects, using contrast media, is 
usually not helpful. (J. Pediat., 48:563, 1956.) 


Mechanisms of Death in Drowning 


IN AN EDITORIAL, Swann has summarized concepts as 
to the cause of death from drowning. Older ideas pos- 
tulated that water was prevented from entering the 
lungs by spasm of the glottis. Circulatory failure and 
cessation of cardiac function were considered due to 
asphyxia. This is the basis for the widespread use of 
artificial respiration. 

However, recent studies have shown that in a ma- 
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jority of experimental animals submitted to drowning 
ia fresh water, death was due to ventricular fibrillation 
within a few minutes after submersion. When sub- 
merged, these dogs sooner or later made a strong in- 
spiratory movement and aspirated a large volume of 
water. This water rapidly entered the blood stream— 
in one extreme case, the “blood” was found, by tracer 
techniques, to be 51 per cent “drowning water” at two 
minutes after submergence. 

Of course the absorption of large volumes of water 
produces extensive hemolysis, and dilution of blood 
constituents (with the exception of potassium which 
rises slightly). The ensuing ventricular fibrillation ap- 
pears to be due to lowering of the plasma sodium. 
Experimentally, when ventricular fibrillation is immi- 
nent in such dogs drowning in fresh water, the injection 
of concentrated salt will abort the fatal arrhythmia 
and temporarily strengthen the contractions of the 
heart. (In addition to marked “‘hydremia,” anoxia must 
be present for ventricular fibrillation to occur. Also, 
during the experimental drowning process, a fulmi- 
nating pulmonary edema cccurs which is probably due 
to irritation of the bronchial tree.) 

If the above sequence holds for man, then resus- 
citation is impossible at present. The few studies made 
on human victims of drowning do not support the 
hypothesis that marked hemodilution occurs. How- 
ever, the author thinks that the experimental evidence 
is strong that it does indeed take place and that the 
hemodilution produces ventricular fibrillation. 

Salt-water drowning produces a very dissimilar 
sequence of events. The salts of aspirated sea water 
diffuse rapidly into the blood stream, and marked 
hemoconcentration occurs. (The pulmonary edema oc- 
curs as in fresh water drowning.) The plasma sodium 
is high, and ventricular fibrillation does not occur in 
experimental animals. The heart continues to function 
as it does in uncomplicated asphyxia. 

The author emphasizes the need for study of pa- 
tients who are victims of semidrowning—particularly 
analyses of blood composition. A better understanding 
of the process of drowning in man may lead to more 
rational therapy. For example, replacement transfusion 
is logical treatment. At the present time, therapy for 
ventricular fibrillation is impractical and generally in- 
effective. (Circulation Research, 4:241, 1956.) 


The Opening Snap in Mitral Stenosis 


Bayer, Loogen and Wolter (Dusseldorf, Germany) 
have shown how the simple technique of phonocardi- 
ograpliy may yield quantitative information about the 


pressure in the left auricle in patients with mitral 
stenosis, 
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Diagram showing how the phonocardiogram may provide 
information about the left auricular pressure. The higher the 
pressure, the shorter the interval between second sound and 


opening snap. 


Table 1. 


They studied 100 patients with mitral stenosis, cor- 
relating the interval between the second heart sound 
and the opening snap, with the “pulmonary capillary” 
pressure (which is usually a measure of left auricular 
pressure and is obtained by cardiac catheterization). 

The opening snap is thought to represent opening 
of the mitral valve. This must occur when the left 
auricular pressure exceeds the left ventricular pressure, 
during isometric relaxation of the left ventricle. Thus, 
if the left auricular pressure is high, the interval be- 
tween the second heart sound and the opening snap 
will be short; and if the left auricular pressure is low, 
this interval will be prolonged. These relationships 
are shown graphically in the accompanying diagram. 
They are oversimplified since many variants and tech- 
nical factors come into play. 

Changes in the interval with different degrees of ex- 
ercise permitted estimations of exercise tolerance. Since 
pressure increases in the left auricle are closely re- 
lated to the severity of mitral stenosis, this simple pro- 
cedure may be valuable in the preoperative evaluation 
of these cases. In the experience of the authors, it has 
made cardiac catheterization unnecessary in some 


patients. (Am. Heart J., 51:234, 1956.) 


Myleran Therapy 


Louis AND HIS ASSOCIATES record the clinical and hema- 
tologic effects of Myleran in 24 patients with chronic 
granulocytic leukemia who were treated for from one 
to 13 months. The initial dose of Myleran depended 
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upon the height of the leukocyte count. Patients v ith 
counts greater than 100,000 cells per cubic millimeter 
received 8 to 10 mg. a day. Those with counts between 
50,000 and 100,000 received 6 to 8 mg. a day, and 
those with counts less than 50,000 received less than 
6 mg. a day. Leukocyte counts were reduced to normal 
levels during the first two weeks of therapy in all pa- 
tients. 

A maintenance dose was established as soon as the 
white cell count approached normal range. The dosage 
varied with the individual patient and ranged from 2 
mg. a week to 4 mg. a day. The maintenance dose was 
that amount necessary to prevent further elevation or 
reduction of the white cell count. Subjective improve- 
ment was noted in all of the patients treated. 

Splenomegaly was found in 14 patients on admission. 
During remission the tip of the spleen was no longer 
palpable in any but three patients. Hepatomegaly was 
present in seven patients initially. The liver was no 
longer palpable in six after remission. Anemia was cor- 
rected in all except two patients, and thrombocytopenia 
was not observed in any of the patients treated. 

Serious drug toxicity was not seen in any patient 
who received careful management with Myleran. All of 
the four female patients who were treated for more 
than three months developed amenorrhea. The endo- 
metrium on biopsy was found to be hypoplastic. One 
patient who received unsupervised therapy died from 
a drug-induced hemopoietic aplasia. This emphasizes 
the importance of closely supervised therapy. 

Resistance to Myleran occurred in approximately 13 
per cent of the patients reported in the literature. How- 
ever, the authors did not observe the development of 
complete resistance. Seven of their patients relapsed 
and all responded to a subsequent course of Myleran. 
The dosage schedule was similar to the initial schedule 
in all except one patient who had relapsed five times. In 
this patient each subsequent relapse required higher 
doses of Myleran. The authors concluded that Myleran 
therapy has some advantage over existing forms of 
therapy, including ease of administration, absence of 
cumulative effect and side effects, and close control of 
response. (Arch. Int. Med., 97:299, 1956.) 


Malignant Carcinoid 


THE MALIGNANT carcinoid syndrome is associated with 
malignant carcinoid of the small intestine usually with 
metastasis to the liver. It is manifested principally by 
flushes, “cyanosis,” chronic diarrhea, respiratory dis- 
tress and valvular disease of the heart. 

Sjoerdsma, Weissbach and Udenfriend described 
six patients with the malignant carcinoid syndrome in 
whom extensive metabolic studies were performed. 
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They demonstrated that the clinical features are largely 
attributable to excessive serotonin secretion. Their 
studies also showed that there was a greatly elevated 
urinary excretion of a serotonin metabolite, 5-hy- 
droxyindole acetic acid (5-HIAA). A simple qualita- 
tive test for 5-HIAA has been devised which can be 
carried out in a few minutes on a small amount of 
urine. The authors feel that this test should prove use- 
ful as a screening procedure for malignant carcinoid, 
They also correlated the clinical manifestations with 
abnormality of tryptophane metabolism. In normal 
subjects only about 1 per cent of dietary tryptophane 
is utilized in the formation of serotonin-type com- 
pounds, while the majority of the tryptophane is uti- 
lized for the formation of niacin and protein. In the 
carcinoid syndrome, as much as 60 per cent of the 
daily intake of tryptophane may be diverted by the 
tumor into the serotonin pathway leaving less of the 
amino acid available for the formation of niacin and 
protein. Thus, one might expect symptoms in car- 
cinoid patients attributable not only to an excess sero- 
tonin production but also to niacin and protein de- 
ficiency, particularly during periods of prolonged 
anorexia and diarrhea. 

Diarrhea, bronchoconstriction and vasomotor dis- 
turbances are explicable as direct pharmacologic ef- 
fects of serotonin. Loss of nutrients from the intestinal 
tract, in combination with a diminution in niacin pro- 
duction resulting from the abnormality of tryptophane 
metabolism, should make these patients particularly 
prone to the development of pellagra. For this reason, 
vitamin supplements are indicated in the management 
of this syndrome. Weight loss and tissue wasting may 
be related to the protein deficiency. 

In the malignant carcinoid syndrome there are car- 
diac lesions, especially in the right portion of the heart. 
This may come about from the following circumstances. 
Liver metastases have been found in all patients with 
cardiac lesions. This means that the liver, an organ 
normally capable of destroying serotonin, is now in 
effect secreting serotonin. The blood reaching the right 
portion of the heart may, therefore, be relatively rich 
in serotonin. However, blood entering the left portion 
of the heart may be somewhat depleted of serotonin 
during passage through the lungs, a tissue also capable 
of destroying this amine. (Am. J. Med., 20:520, 1956.) 


X-ray Visualization of the Superior Mediastinum 


THE PRESENT routine lateral views of the chest are de- 
fective in that they create a blind spot in the superior 
mediastinum, according to Lentino and his associates. 
The heads of the humeri, the scapulae and the soft 
tissues of the shoulders are thrown directly over the 


GP Volume XIV, Number 3 


as 
ery 
& 


car- 
| de- 
nged 


dis- 
c ef- 
tinal 

pro- 
hane 
larly 
ason, 
ment 
, May 


Car- 
heart. 
nces. 
with 
organ 
ow if 
right 
y rich 
ortion 
»tonin 
apable 
1956.) 


re de- 
perior 
ciates. 
1e soft 


er the 


jumber 3 


superior outlet of the thorax, and all pathologic 
changes of this region are masked. The authors there- 
fore sought a method that would allow better roentgen 
visualization in this region in the lateral view. They 
used the following technique which produced satis- 
factory results in the great majority of cases: 

The patient is positioned in the erect lateral posture 
and places his hands behind his back, where they are 
held from behind by an attendant, who clasps the 
heads of the patient’s humeri and rotates the shoulders 
backward and outward out of the way of the superior 
mediastinum. 

Although this method produces an unobstructed 
view of the superior mediastinum, it has certain ob- 
vious limitations. It cannot be used satisfactorily in 
patients with kyphosis, it is uncomfortable for the pa- 
tient, and it often requires exposure of an attendant. 
In spite of these limitations, however, it represents a 
distinct addition to other methods and should be used 
routinely. (Am. J. Roentgenol., 75:767, 1956.) 


Estrogen Treatment of Angina Pectoris 


IN A SHORT-TERM, placebo-controlled study of the effect 
of estrogenic substance on the clinical course of pa- 
tients with angina pectoris, Oliver and Friedman found 


DOSES OF CORTISONE PRODUCING GROWTH SUPPRESSION IN CHILDREN 
HAVING DISORDERS THAT REQUIRE LONG-TERM CORTISONE THERAPY. 


Physiologic substitution doses have no effect on either growth or maturation. 


no definite beneficial or detrimental effect of the hor- 
mone. They expressed the thought that side effects 
of such therapy will probably make it impractical, at 
least in men. (Am. J. M. Sec., 231:205, 1956.) 


Effect of Cortisone on Growth of Children 


BLODGETT AND COWORKERS studied the effects of corti- 
sone on the growth and metabolic status of children 
taking the drug by mouth for long periods of time. 
The chief influences were noted in height, skeletal 
maturation and weight. Thus, there was a tendency 
for cortisone to suppress growth and skeletal matura- 
tion. Doses that produced these effects often caused 
facial changes and obesity of the type seen in patients 
with Cushing’s syndrome. 

The tolerance for cortisone, in terms of its growth- 
suppressing influence, varied with the conditions for 
which the drug was prescribed. For example, an 
endocrine-normal child would retain a normal rate 
of growth on doses of cortisone that would suppress 
growth in a case of panhypopituitarism (see accompany- 
ing diagram). 

Except in cases of panhypopituitarism, withdrawal 
of cortisone or reduction of dosage was followed by 
a compensatory growth spurt. This would allow the 
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child to regain ground lost during intervals of rela- 
tively heavy dosage. Under these circumstances, it 
appeared to the authors “‘that cortisone can be admin- 
istered over considerable periods to growing children 
without necessarily altering the child’s potential ulti- 
mate stature.”” They recommended: “For hypopitui- 
tary patients, the dosage used must be kept very low 
lest growth be inhibited altogether.” (New England 
J. Med., 254:636, 1956.) 


Splenectomy in Bacterial Endocarditis 


ALTHOUGH WITH THE USE of modern antibiotic therapy, 
60 per cent to 70 per cent of patients with subacute 
bacterial endocarditis are cured, the spleen may be 
responsible for continued bacteremia in this disease, 
according to Lingeman and associates. These authors 
report three cases of subacute bacterial endocarditis in 
which splenectomy was performed after failure of cure 
with antibiotic therapy alone. 

Probably more often than is suspected, a splenic in- 
farct becomes infected. The necrotic material pro- 
tected by a capsule of granulation or fibrous tissue is 
an excellent culture medium for bacteria. Antibiotics, 
even in high blood levels, apparently cannot penetrate 
the barrier to eradicate the infected focus. 

Each of the three patients had typical subacute bac- 
terial endocarditis, severe pain in the left upper quad- 
rant of the abdomen, and continuous bacteremia in the 
presence of high blood levels of antibiotics. At some 
time during the course of each patient, there was evi- 
dence of pleural reaction or fluid accumulation in the 
left hemithorax. In each case, an infected infarct of the 
spleen had apparently been the source of the persis- 
tent bacteremia. After splenectomy each patient became 
afebrile, and repeated blood cultures were negative. 
In all three patients, the spleen contained infected in- 
farcts, and streptococci were cultured from two. In the 
third case the entire superior one-half of the spleen 
was replaced by a large necrotic cavity filled with semi- 
liquid material. However, cultures were negative. 


(Arch. Int. Med., 97:309, 1956.) 


Lymph Node Tuberculosis 


LESTER AND JONES record their experience with 66 pa- 
tients with tuberculous lymphadenitis treated since 
the advent of tuberculosis chemotherapy. Of the 66 
cases, the lymph nodes of the neck were involved in 65. 
In addition, the axillary nodes were also diseased in 
eight and the inguinal nodes in one patient. In one 
case, the only demonstrable lesion was in the inguinal 
nodes, a rather unusual occurrence. 

During the acute phase of the disease, the authors 
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recommend treatment by bed rest, general supportive 
measures and chemotherapy until the lesion has be- 
come stationary. Any enlarged nodes which remain 
are then removed surgically. If the disease is chronic, 
as manifested by caseation necrosis or cold abscess, the 
damage has already been done, and little can be ex- 
pected from medical treatment alone. However, the 
authors recommend chemotherapy for approximately 
three weeks, or as much longer as the nodes continue 
to shrink. This is then followed by surgical removal of 
any remaining nodes. One exception to this rule is the 
presence of fluctuation in a mass of nodes. In such a 
case, operation is performed at once to forestall the 
spontaneous rupture of the cold abscess with the con- 
sequent secondary infection in the wound. 

Whenever an active pulmonary lesion is present, the 
treatment is directed to this first. When this lesion is 
controlled, lymph nodes are removed if any are pal- 
pable. 

X-ray treatment, once popular, has largely been re- 
placed by chemotherapy. If sinuses persist after the 
removal of all the caseous material possible, x-ray 
treatment is used, especially when the organism is 
drug resistant. Irradiation is nonspecific therapy that 
may be quite effective under these conditions. (Am. 


Rev. Tuberc., 73:229, 1956.) 


Pyridoxine and Dramamine for Radiation Sickness 


SILVERMAN AND HER ASSOCIATES report their results of 
a statistically controlled clinical study of the effective- 
ness of Dramamine and pyridoxine on the course of 
radiation sickness. A group of 185 patients receiving 
deep x-ray therapy were studied over a period of one 
year. Although radiotherapy programs for different pa- 
tients varied as to port size and daily integral dose, 
the different plans were equally represented in each of 
the groups. No significant differences were found in 
the frequency or duration of symptoms attributable to 
radiation sickness in the groups of patients receiving 
pyridoxine, Dramamine or placebo. (Radiology, 66: 
403, 1956.) 


Mechanisms of Inflammation 


SINCE THE TIME Celsus described inflammation in terms 
of its “cardinal signs,”” much has been learned of the 
mechanisms for the process. Certain biochemical as- 
pects are summarized by Menkin in his article on 
“Biology of Inflammation.” 

The basis for inflammation is the presence of an 
irritant that interrupts normal cellular metabolism. As 
a consequence, the cells produce a number of unusual 
materials, including leukotaxine, leukocytosis-promot- 
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MECHANISMS OF INFLAMMATION 


MATERIAL 


ACTIONS 


1. Early increase in capillary permeability. 
2. Chemotactic influence upon polymorphonuclear leukocytes. 


1. Discharge of immature leukocytes into bicod. 
2. Hyperplasia of bone marrow granulocytes and megakaryocytes. 


Suppression of leukocytes in the circulation. 


1. Injury to tissue at site of inflammation. 


2. Injury te organs at a distance(?) 


ing factors, necrosin, leukopenin, pyrexin, exudin and 
growth-promoting factor. The functions of these ma- 
terials are shown in the accompanying table. 

When cells are injured, leukotaxine is liberated. 
Polymorphonuclear leukocytes are attracted to the site. 
An increase in capillary permeability allows plasma 
proteins to enter the tissue spaces. In the presence of 
thrombokinase, fibrinogen forms a fibrinous network 
and plugs lymphatic channels. Later, capillaries are 
similarly occluded. 

There is a resulting tendency for the area of in- 
fammation to be sealed off. Local changes in carbo- 
hydrate metabolism account for a local lactic-acid 
acidosis. 

As the pH falls in the inflamed area, polymor- 
phonuclear leukocytes die andare replaced by “hardier” 
macrophages. With a further lowering of pH, all types 
of leukocytes tend to be injured, and the result is sup- 
puration. 

Some of the remote effects of the local process de- 
pend upon the liberation of substances like necrosin 
and pyrexin. The white blood cell response of the body 
depends upon the interrelationship of the various fac- 
tors that tend, on the one hand, to cause leukocytosis 
and, on the other hand, to suppress the leukocyte 
count. Meanwhile, the action of growth-promoting 
factor and the operation of phagocytes tend to bring 
about repair. (Science, 123:527, 1956.) 
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3. Systemic toxic manifestations (?) 


Provocation of fever. 


Late increase in capillary permeability. 


Repair. 


Resistant Warts 


STEINBERG DESCRIBED a new method of therapy for re- 
sistant plantar warts. The basic concept of this treat- 
ment utilized the observation that some hyperkeratoses 
are related to vitamin A deficiency. A solution con- 
taining vitamin A palmitate, alpha tocopherol, sesame 
oil and polysorbate (Keramin Injection, Campbell 
Pharmaceutical Co.) was prepared in ampuls and 
autoclaved. It contained a vitamin A activity of 50,000 
units per cc. Vitamin A was found to be the only ther- 
apeutically active ingredient of the solution. 

A wart to be treated was anesthetized by the injec- 
tion of 2 per cent procaine solution around and under 
it. A needle was then passed into the base of the ver- 
ruca, through normal skin adjacent to it. Using a tuber- 
culin syringe, 0.1 cc. of solution per square cm. of 
verrucous area was injected slowly. Injections were 
given at weekly intervals. Although the author stated 
that the initial dose should not exceed 0.1 cc. per square 
cm. of verruca, succeeding doses might be increased 
to 0.2 cc. per square cm. Usually from two to eight 
injections were necessary. Involution began within a 
few days, and after several weeks the lesions regressed 
completely. Pain usually disappeared after the first or 
second injection. 

The author reported 300 cases with only seven 
failures. These were ascribed to fibrous or keloid bar- 
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riers, due to previous treatment, which prevented the 
vitamin from diffusing through the lesion, or to fis- 
sures, which allowed it to escape. (Surgery, 39:642, 
1956.) 


Gastrectomy 


HarKINS AND NyHus compared the technique and post- 
operative results of Billroth I and Billroth II types of 
anastomosis in a series of 569 gastric resections. Bill- 
roth I procedures were performed in 410 patients, and 
Billroth II operations in 159. In some instances hemi- 
gastrectomy was combined with vagotomy and gas- 
troduodenostomy. Only operations for benign dis- 
eases of the stomach and duodenum were included. 

The authors found that an equally radical resection 
of the stomach could be performed by either the Bill- 
roth I or Billroth II type of operation, if certain ad- 
vised simple technical maneuvers were carried out. 
These included mobilization of the duodenum and re- 
moval of adherent duodenal ulcers. 

The Billroth I procedure was followed by a lower 
incidence of stomal ulceration, of persistent ulcer 
symptoms, and of postoperative weight loss. The low 
incidence of postoperative stomal ulceration indicated 
that the Billroth I resection was applicable to duodenal 
as well as to gastric ulcers. When this operation was 
employed in two cases for resection of stomal ulcera- 
tion following Billroth II procedures, however, new 
stomal ulcers developed. The incidence of the dump- 
ing syndrome was not appreciably less after Billroth 
I than after Billroth II procedures. The mortality in 
the former type was 2.7 per cent, compared with 8.8 
per cent in the latter. 

In experimental animals, the authors found that 
when gastric secretion was artificially stimulated to 
high levels of activity, the duodenum seemed less sus- 
ceptible to the development of stomal ulceration than 
did the jejunum. The Billroth II type of anastomosis 
also led to a relatively greater stimulation of free 
hydrochloric acid secretion than the Billroth I 
anastomosis. (Soc. Internat. Chirurg. Bull., 15:111, 
1956.) 


Carotid Body Tumors 


FARRAR AND HIS COWORKERS reported three cases of 
carotid body tumor in which the lesion was separated 
successfully from the carotid artery, with preservation 
of the vessel. The authors agreed with other writers 
that in some cases it may be necessary to leave such 
tumors in situ, when they are intimately associated 
with the carotid bifurcation, or with the internal caro- 
tid artery. In other instances, they stated that the use 
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of arterial homografts or vein grafts may be indicated. 
They disapproved any method of removal of the tumor 
which required ligation of the common, external, and 
internal carotid arteries. They described a method of 
separation of the tumor from the vessel wall by sharp 
dissection. This proved successful in the three cases 
reported. 

Technically, a wide exposure of the tumor, to- 
gether with the common carotid artery, was carried 
out. A band was placed loosely around the common 
carotid artery for use if necessary, and a similar band 
around the internal carotid if possible. By sharp dis- 
section with a knife, the tumor was then freed from the 
artery itself. Hemorrhage was controlled with suction. 
It was found advisable in some instances to divide the 
tumor in the middle down to the vessel in order to dis- 
sect it free. No damage to the artery occurred in any of 
the cases. The authors recommended that an arterial 
homograft be available in all such operations. (Arch. 
Surg., 72:595, 1956.) 


Labile Blood Pressure 


Ir Is A COMMON EXPERIENCE that “‘casual”’ blood pres- 
sure readings in a physician’s office may be misleadingly 
high. Extreme care must be exercised so that such 
patients are not subjected to over-vigorous antihyper- 
tensive therapy. 

Schroeder and Perry admitted 247 patients to the 
hospital for the initiation of potent antihypertensive 
therapy. All were considered to have severe sustained 
diastolic hypertension. In 15 cases, an error in judg- 
ment was made. In these cases, marked falls to nor- 
motensive levels occurred under the ordinary routine 
of the hospital, with nurses recording blood pressures 
every four hours. In nine of these, the blood pressure 
became normal overnight. If treated with drugs, the 
results in these patients would certainly have seemed 
dramatic. 

The authors emphasized that patients who are con- 
sidered candidates for potent antihypertensive drug 
treatment must be screened with frequent blood pres- 
sure readings performed in a routine manner by per- 
sons other than physicians. (Am. Heart J., 51:776, 
1956.) 


Changes in Laryngeal Epithelium 


Ryan, McDonald and Devine have made detailed stud- 
ies of the laryngeal epithelium in a few less than 200 
autopsy specimens, mainly representing adult men 
and women. Some of the data had been reported ear- 
lier, with an attempt to compare findings in smokers 
with those in nonsmokers. Differences observed at that 
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time implied that squamous cell metaplasia had been 
related to smoking. 

In their more recent report, the authors noted squa- 
mous metaplasia in 29 of 60 male larynxes and in seven 
of 29 female larynxes (see accompanying diagram). 
There appeared to be no relation of this change to 
age. In view of the difficulty of obtaining good infor- 
mation about smoking habits from records in these 
autopsy cases, the authors did not attempt to relate 
the changes they observed to smoking. However, they 
concluded, ‘‘If squamous metaplasia has any relation- 
ship to malignant disease of the larynx, then the ob- 
servations made in the present study indicate the neces- 
sity of further studies to see whether such irritants as 
tobacco are a causative factor in these pathologic 
changes of the larynx. It is hoped that such studies 
will be undertaken by other groups of investigators 
who have access to accurate histories of smoking.” 


(Proc. Staff Meet., Mayo Clin., 31:47, 1956.) 


Fracture of the Odontoid 


AMyYES AND ANDERSON reported 63 cases of fracture of 
the odontoid process, with five deaths. Formerly con- 
sidered an uncommon lesion with a high fatality rate, 
they found it in 13 per cent of cervical fractures and 
dislocations encountered at the Los Angeles County 
Hospital. 

The most common complaint was painful, stiff neck 
following a head injury. Severe pain in the neck or 
suboccipital region was generally felt immediately after 
the accident, although in a few cases it was delayed for 
as long as 24 hours. Examination revealed marked 
nuchal rigidity. Most of the patients objected strenu- 
ously to any motion of the bed. Soft tissue swelling in 
the lateral or posterior aspect of the neck was found 
occasionally. Five of the 58 patients who survived had 
sufficient compression of the spinal cord to cause 
weakness of the extremities. 

Minimal x-ray studies of the odontoid and body of 
the atlas were indicated to include views through the 
open mouth, as well as from the lateral aspect. Clear 
delineation of all the bony detail, especially the junc- 
tion of the odontoid and body of the atlas, was thought 
to be essential. Occasionally the fracture was not evi- 
dent roentgenographically until some bony absorption 
had occurred. Details of the odontoid process could be 
demonstrated by use of a dental film placed against 
the anesthetized posterior pharynx. 

Treatment generally included bed rest, traction with 
Crutchfield tongs, and immobilization of the head and 
neck in a steel reinforced leather collar. Operative 
fusion of the upper two cervical vertebrae was per- 
formed in one case. All but three fractures healed or 
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became immobilized after four to nine months of treat- 
ment. Five patients died—two following spinal cord 
compression more than a week after the accident, two 
of associated injuries, and one of complications of 
meningitis. (Arch. Surg., 72:377, 1956.) 


Steroid Therapy in Sarcoidosis 


SALOMON AND HIs associates used ACTH in four pa- 
tients with systemic sarcoidosis, and cortisone in one 
patient. Therapy was continued for 35 to 45 days. A 
marked suppressive effect upon the lesion of sarcoido- 
sis was observed in all five patients. 

Regressions were of various degrees, depending 
largely on the organs involved and the acuteness of 
the lesions. In none was the remission complete or 
equal at all sites of involvement. Objectively, the 
lesions of the skin, peripheral lymph nodes, parotid 
gland and eyes were most favorably affected. These 
lesions regressed early in the course of treatment, with 
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no significant residua. Although subjectively there was 
a marked improvement in dyspnea, cough and general 
well-being in all patients with these symptoms, roent- 
genographic re-examination after treatment showed no 
essential change of the pulmonary lesions except in 
one patient. 

The authors have no evidence that the basic, natural 
course of the disease is altered profoundly or per- 
manently by treatment with these hormones. However, 
the suppressive effect may be valuable in reducing the 
damage to vital organs during the active phase of the 
disease. They believe that the systemic administration 
of ACTH and cortisone accelerates the rate of spon- 
taneous recovery. (Dis. of Chest, 29:277, 1956.) 


Subarachnoid Hemorrhage 


REMBRANDT AND HIS COWORKERS studied a group of 81 
patients who sustained subarachnoid hemorrhage, but 
had no demonstrable cerebral aneurysm. In all except 
six patients, angiography was performed. Although 
most of the patients were adults between 20 and 60 
years of age, there was no predilection for any age 
group. In comparing this group with a series of 70 
verified aneurysms, the only difference was that, in 
cases of aneurysm, the greatest number fell in the 
fourth decade. 

The over-all mortality rate was about 27 per cent, 
compared with a mortality rate of approximately 50 per 
cent in patients with aneurysm. Most of the deaths oc- 
curred during the first year after hemorrhage. Three 
patients had recurrent hemorrhage. All three recov- 
ered, however, and have lived up to five years following 
the second attack. They were presumed to have an 
aneurysm. 

In the surviving group of 52 patients, 45 have re- 
sumed normal life and show no residuals. Two patients 
have sufficient deficit to make normal life impossible, 
but are cared for at home. One has been institutional- 
ized because of a psychotic episode. 

The authors concluded that in cases of subarachnoid 
hemorrhage without demonstrable aneurysm, the prog- 
nosis is good. If survival exceeds one year, it is excel- 
lent, with almost 100 per cent recovery. (J. Neurosurg., 
13:165, 1956.) 


WHITE DESCRIBED a new roentgenologic sign of value 
in the diagnosis of meconium ileus. In six cases pre- 
senting the classical signs of obstruction (vomiting, 
distention and obstipation during the first four days of 
life), supine and upright films were taken. All showed 
many gas-filled, dilated loops of bowel on the supine 
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film, but the absence of fluid levels on the upright filin. 
All proved to be cases of uncomplicated meconium 
ileus. Other conditions to be differentiated were atresia 
and stenosis of the bowel, meconium ileus with com- 
plications, malrotation with volvulus, agenesis of the 
myenteric plexus and imperforate anus. The first tliree 
of these were associated with prominent fluid levels in 
the upright films. Agenesis of the myenteric plexus re- 
sulted in the appearance of gas in the large bowel, and 
could be recognized on barium enema examination. 
Imperforate anus was differentiated by inspection. 

The authors thought that lack of fluid levels in 
meconium ileus was due possibly to diminished mu- 
cosal secretion, as compared with the common types of 
mechanical obstruction. They stated that in the pres- 
ence of clinical intestinal obstruction of the newborn. 
demonstration of dilated loops of small bowel, with no 
fluid levels on the upright abdominal roentgenogram, 
warranted a diagnosis of uncomplicated meconium 
ileus. 

The authors indicated that when such complica- 
tions as volvulus or gangrene were present, this roent- 
genologic sign was absent. (Radiology, 66 :567, 1956.) 


Tantalum Mesh in Large Sliding Hernias 


FLACK AND COWORKERS have recommended the use of 
tantalum mesh in the repair of massive, sliding in- 
guinal hernias. They reported a case in which the 
cecum and sigmoid, without a complete peritoneal sac, 
had slid into large right and left scrotal hernias, 
respectively. 

A considerable length of small intestine, together 
with the sigmoid, was returned to the abdominal 
cavity in repairing the left hernia. The anterior por- 
tion of the sac was sutured as closely as possible to the 
peritoneum of the bowel on the posterior side. The 
internal oblique muscle and transversalis fascia were 
then sutured to Cooper’s ligament with one row of 
cotton stitches. 

Another row of sutures was placed over this be- 
tween the internal oblique muscle and the inguinal 
ligament. Tantalum mesh, sewn in place with cotton 
stitches, was placed over the entire defect. A similar 
procedure was carried out on the right side. 

The authors emphasized the placing of tight sutures 
in muscle layers of the closure of such hernias. Al- 
though muscle does not adhere to fascia in hernia re- 
pairs, they stated that tight suturing produces myositis 
with resultant firm scar tissue support. 

There were no postoperative complications in the 
case cited. The patient returned to work after six 
weeks. He was well and free from symptoms three 


years later. (Am. J. Surg., 91:856, 1956.) 
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Myocardial Infarction in Surgical Patients 


Lez AnD O’NEAt studied a group of 4,453 consecutive 
autopsied patients, to determine what part, if any, sur- 
gical operations had in the development of myocardial 
infarction. The incidence of myocardial infarction in 
all autopsied patients was 8.7 per cent. Of the 386 pa- 
tients who died of coronary occlusion, 50 (13 percent), 
had had a surgical operation during the month pre- 
ceding death. 

Evidence of previous coronary disease was as common 
in the patients who had had surgery as in those who 
had not. A fall in systolic blood pressure of 50 mm. Hg 
or more was recorded during the postoperative period 
in 31 (62 per cent) of the postoperative patients who 
died of coronary occlusion. The authors thought a 
drop in blood pressure could reduce coronary arterial 
blood flow. A blood pressure fall was more common in 
patients who had had hypertension before operation. 

The average age of postoperative patients who died 
of coronary disease was 67 years, compared with an 
average age of 55 years in postoperative patients with- 
out acute myocardial infarction, who were autopsied 
during the same period. This seemed to indicate that 
the likelihood of acute myocardial infarction during or 
after a surgical operation is greater in the older age 
group, although old age per se is not necessarily a fac- 
tor in the development of a myocardial infarct. 

Acute infarction was more frequently associated with 
amputation of a lower extremity, than with any other 
surgical procedure. Half of the autopsied patients, who 
died within one month after amputation, had a recent 
myocardial infarct. In none of the patients was an 
acute myocardial infarct suspected clinically prior to 
the amputation. 

The accuracy of the clinical diagnosis of acute myo- 
cardial infarction in postoperative patients in this series 


was approximately 50 per cent. (Arch. Surg., 72:622, 
1956.) 


Treatment of Hemophilia 


CoaGULATION OF BLOOD depends upon conversion of 
fibrinogen into fibrin. That simple statement can be 
thborated in various ways in an attempt to explain 
the complex mechanisms involved. One such elabora- 
tion is represented in the accompanying diagram. 

For present purposes, it is necessary only to note 
that the mechanism of clotting begins with “‘thrombo- 
plastin precursors.” Obviously, if such precursors were 
lacking, the clotting process could not begin. 

_ In the conventional view of classical hemophilia, it 
sbelieved that an essential “thromboplastin precursor” 
—antihemophilic globulin (AHG)—is deficient. On 
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MECHANISM OF BLOOD COAGULATION 
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that basis, a panel of experts was asked to discuss the 
present-day management of hemophilia. 

For the most part, the experts agreed that arrest 
of bleeding in a hemophilic depends upon transfusion 
of enough fresh plasma or blood to raise the level of 
AHG to a point at which clotting can proceed. In 
some instances, almost continuous infusion of plasma 
may be necessary to maintain AHG at an effective 
level. 

Such efforts are thwarted in occasional cases be- 
cause, as a result of repeated transfusions, the patient 
develops a high concentration of antithromboplastin. 
Indeed, under these conditions, transfusions may only 
worsen the coagulation defect. 

When asked about therapy between episodes of 
hemorrhage, the experts generally favored simple 
precautionary measures. They did not recommend re- 
peated administration of plasma or any plasma con- 
stituent ‘as a kind of maintenance therapy. (Blood, 
11:1, 1956.) 


Septic Shock 


ALTMEIER and Cole reviewed 93 fatal cases of septic 
shock. Their findings indicated that often this condi- 
tion may be found as an unrecognized complication of 
severe infection. 

In the cases presented, the correct clinical diagnosis 
was rarely made. The characteristics of septic shock 
were: (1) the sudden development of unanticipated 
severe circulatory collapse in a patient with fever; 
(2) the absence of the usual causes of shock, such as 
hemorrhage; (3) the presence of serious infection, 
often obscured by the masking of localizing symp- 
toms due to antibiotic treatment; (4) negative signs of 
endocarditis; (5) failure of the shock to respond to the 
usual methods of treatment used for hemorrhagic 
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shock; (6) a high leukocyte count, usually 20,000 or 
more; (7) sudden signs of shock in a patient with a 
known intra-abdominal abscess; (8) the presence of 
petechiae, unexplained delirium, and ileus. 

Etiologic factors suggested by the authors were 
hemoconcentration with diminished blood volume, and 
disparity between the diminished blood volume, and 
volume of the peripheral vascular bed, in vasodilata- 
tion. Circulatory failure was also ascribed to profound 
toxemia and direct toxic action on the heart, and the 
toxic effect of the infection on the adrenal glands. 

Treatment included the restoration of blood volume 
by infusion of blood, plasma or saline solution, opera- 
tive treatment of infections when possible, and massive 
well-chosen antibiotic therapy. The authors also sug- 
gested that cortisone should be useful to extend life 
until the septic lesion could be controlled by surgical 
treatment. (Ann. Surg., 143:600, 1956.) 


Myxomas 


ATTAR REPORTED a series of 21 cases of myxoma and 
described the characteristics of these tumors. Except 
for myxomas of the heart, he stated that they do not 
metastasize, although they do infiltrate locally. In the 
author’s opinion most cases are inadequately removed. 

Of the 21 cases reported, eight occurred in the lower 
extremity, five in the maxilla or gums, and the re- 
mainder in the scalp, sacrococcygeal region, abdomen, 
heart, biceps and fingers. The tumors occurred at vari- 
ous ages, between 11 and 55 years. They had been 
present for varying lengths of time, up to 45 years. 
Most of the tumors produced no symptoms, except 
painless swelling. 

The most important clinical feature of these cases 
was their tendency to recurrence after inadequate re- 
moval, Of 11 patients followed for an adequate period 
of time, one died and one was treated by biopsy only. 
Five of the remaining patients had recurrences. Three 
of these had two or more recurrences. 

The author recommended that, in all myxomas, a 
biopsy should be taken. After establishment of the 
diagnosis, he stated that an adequate excision is man- 
datory. Except in myxomas arising in the orbit, the 
retroperitoneal tissues, and the urinary bladder, he 
found that the prognosis is good when treatment is 
early and adequate. (Am. J. Surg., 91:755, 1956.) 


Emotional Disturbances in the Elderly 


Busse Points Out the alarming increase in admissions 
of elderly persons to state mental institutions. In a 
comprehensive study of nonhospitalized elderly per- 
sons, living in the community, he found the roots of 
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the disturbances which eventually lead to hospitaliza- 
tion. Those disturbances he found of special interest 
were depression; hypochondriasis; restlessness and 
wandering, and irritability and hostility. 

Depressive episodes were much more common in 
the lower socioeconomic groups, and among those 
without employment. The view that gainful employ- 
ment and creative and recreational activities are a de- 
fense against depression was substantially supported, 

Elderly persons requiring hospitalization for de- 
pression were almost devoid of creative or recreational 
interests. However, planned activities which require 
little participation—radio, television, motion pictures 
—can be dangerous if they occupy major portions of 
time. Hobbies with a goal, that result in a completed 
object or demonstrable achievement, permit the elderly 
person to maintain prestige. 

Hypochondriasis is a syndrome consisting of an 
anxious preoccupation with bodily function. There 
are three major components in its dynamics: (1) a 
shift or withdrawal of the patient’s interests from other 
persons or objects, and a centering of interest on him- 
self; (2) use of discomfort by the patient as atonement 
for guilt resulting from hostile feelings against people 
who are close to him, and (3) a shift of anxiety from a 
specific psychic area to a less threatening concern with 
bodily function. The treatment program can be based 
on these mechanisms. It should include redirection of 
interests into emotionally stimulating activities, and 
the opportunity to recognize specific anxieties. 

Wanderlust in the elderly is a symptom of an in- 
adequate home environment. An effort to make things 
more interesting and demanding at home often cor- 
rects this. 

Irritability and hostility often begin with the recog- 
nition that physical functions are declining. These 
symptoms are heightened by the intimation of the 
family that the oldster is no longer an authority, that 
a younger person is in control. Those close to the el- 
derly must be willing to accept their errors which are 
the result of declining coordination. 

Overt hostility toward physicians is not unusual. 
The author stresses the avoidance of medication ina 
form (e.g., injections) that is objectionable to the 
patient. (Geriatrics, 11:173, 1956.) 


Intrahepatic Obstructive Jaundice Due to Drugs 


PROTRACTED JAUNDICE has been reported in patients 
receiving methyltestosterone, thiouracil, methimazole 
(Tapazole) and chlorpromazine. The pathologic lesion 
is characterized by stasis in the bile capillaries of the 
central portion of the liver lobule. 

Borges and his colleagues recently conducted a clin- 
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ical trial of the antihypertensive agent, para-amino- 
benzyl caffeine hydrochloride. Two patients developed 
prolonged intrahepatic obstructive jaundice, clinically 
and pathologically similar to the jaundice following 
methyltestosterone and chlorpromazine. 

These authors point out that the mechanism for pro- 
duction of this type of jaundice remains obscure. A 
recently advanced explanation is that there is a disturb- 
ance of normal hydration of bile which becomes too 
viscid to flow through the intralobular ducts. 

Regardless of the offending drug, such patients fol- 
low a similar clinical course. There is usually not 
marked illness. Severe progressive jaundice is associ- 
ated with mild anorexia and mild hepatomegaly. (J. 
Lab. & Clin. Med., 47:735, 1956.) 


Pseudohemophilia 


BucHANAN and Leavell reported 13 new cases of pseu- 
dohemophilia and analyzed the data from previous re- 
ports of 186 cases. This hemorrhagic diathesis was 
manifested in a wide variety of ways. Most patients 
gave a history of always bleeding excessively as a result 
of trauma. Except for bleeding from the nose and 
gums and except for excessive menstrual bleeding, 
spontaneous hemorrhage was rare. Although opinions 
on the influence of heredity varied, reports indicated a 
familial incidence of the disorder. 

The only test that was consistently abnormal was 
the bleeding time (prolonged). This was ascribed to a 
capillary defect or a qualitative platelet defect or both. 
In about half the patients, the tourniquet test was posi- 
tive. Also in about half the patients (not necessarily 
the same ones having a positive tourniquet test), pro- 
thrombin consumption was found to be poor. The fact 
that these latter abnormalities occurred sporadically, 
suggested to the authors that more than one disease 
may have been labeled ‘“‘pseudohemophilia.” 

In view of the fact that there is no satisfactory 
specific treatment for pseudohemophilia, Buchanan 
and Leavell recommended “the use of symptomatic 
treatment, the use of local hemostatic agents, and the 
avoidance of all but the most urgent surgery.” (Ann. 
Int. Med., 44:241, 1956.) 


Meckel’s Diverticulum 


Baker AND MarsHatt reported a series of 93 cases of 
Meckel’s diverticulum. Some of these were operated 
upon because of complications of the diverticulum; in 
some, the lesions were discovered and removed in- 
cidentally during other surgical procedures, and in 22 
of the series, the anomalies were found at necropsy in 
patients who died from other causes (see accompanying 
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diagram). The 93 cases represented an incidence of 
1.1 per thousand of intra-abdominal operations, which 
is much lower than the frequency noted at necropsy. 

Acute symptoms resulted from massive bleeding in 
three patients, obstruction in two, volvulus in one, 
perforation in three, inflammation in six and intus- 
susception in five. In none of these was gastric mucosa 
found in the pathologic specimen removed. There 
were three deaths among these 20 patients. One re- 
sulted from an unrecognized perforation of a diver- 
ticulum, and two in infants followed operation for 
intussusception. All died of peritonitis. 

The authors found that the diagnosis of this condi- 
tion is usually presumptive, since most of the com- 
plications are similar to lesions arising in other nearby 
organs. They found that a Meckel’s diverticulum can 
be demonstrated occasionally by roentgen examina- 
tion, when it appears as a persistent segment of 
barium, lying at an angle with the rest of the ileum. It 
does not exhibit the usual small bowel mucosal pattern. 

Surgical excision was recommended as the only 
treatment for a Meckel’s diverticulum. If it is acutely 
inflamed, resection of a segment of ileum was stated 
to be the treatment of choice. If a diverticulum is dis- 
covered during a laparotomy performed for another 
cause, the authors stated that a clamp should be 
applied across its base, not so close to the ileum as to 
cause obstruction, and the bowel closed in two layers. 
Simple inversion was condemned. 

Because Meckel’s diverticula are common, the au- 
thors suggested that a search should be made for them 
during any abdominal surgical procedure. (Am. 
Surgeon, 21:1173, 1955.) 


PREVALENCE OF COMPLICATIONS 


IN CASES OF MECKEL'S DIVERTICULUM 
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Measurement of Cigarette Smoking 


In a stupy of cigarette smokers, Hilding showed that 
the number of cigarettes lighted in a day is an imper- 
fect measure of a smoker’s habit. The author measured 
the amount of cigarette burned into the smoker’s 
mouth. This was done by comparing the butt of a 
smoker’s cigarette with another cigarette that had been 
allowed to burn simultaneously. Of course the smoker’s 
cigarette was always shorter than the “control” cig- 
arette. However, the differences in length varied greatly 
(twentyfold) with different smokers. 

On that basis, a smoker using only ten cigarettes a 
day might burn more material into his mouth than 
another smoker who used 20 or more cigarettes a day. 
Hilding proposed that incongruities in studies of the 
relationship of smoking and lung cancer may have re- 
sulted from the use of inaccurate methods of measuring 
cigarette consumption. (New England J. Med., 254: 
775, 1956.) 


Broncholithiasis 


‘CALCIFIED LYMPH NODES lying adjacent to the tracheo- 
bronchial tree become inert, endogenous “‘foreign bod- 
ies” in an environment of constant motion. They have 
a tendency to erode the wall of an adjacent bronchus 
and to enter its lumen. This sequence results in bron- 
cholithiasis, as described in 27 cases by Groves and 
Effler. 

By the time the lymph nodes have become calcified, 
identifying histologic or bacteriologic features usually 
have disappeared. In general these calcifications repre- 
sent the end stage of any one of many types of lymphad- 
enitis. Fungal diseases (especially histoplasmosis) and 
tuberculosis are among the prime etiologic types. 
Lymph nodes that drain areas of any type of chronic 
pulmonary suppuration may also become calcified as 
the process heals. 

The symptoms noted in the series of 27 patients can 
be grouped into three major categories: bleeding, 
cough and bronchial obstruction. Hemoptysis and 
cough each occurred in almost two-thirds of the pa- 
tients. Although hemoptysis is frequently only minor, 
it should be remembered that these calcifications may 
erode not only a bronchus, but also adjacent blood 
vessels, thereby giving rise to rather massive hemopty- 
sis. Small calcified lesions may be totally extruded into 
the bronchus and expectorated. The broncholith may 
manifest its progress by a steadily increasing bronchial 
obstruction with associated wheezing, dyspnea and lo- 
calized obstructive emphysema. 

The final stage is that of total bronchial obstruction 
with resultant obstructive pneumonitis, bronchiectasis 
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and contraction of pulmonary parenchyma distal to the 
lesion. This chain of events readily accounts for the 
prevalence of the symptoms of fever, wheezing, dyspnea 
and pain in the chest. In a number of patients the 
chief complaints were of an asthmatic nature, although 
a diagnosis of typical bronchial asthma usually was 
excluded by careful questioning. 

Pulmonary resection was performed in 20 of the 27 
cases. Many technical difficulties were encountered at 
the time of resection. Tissue planes and anatomical 
land marks almost invariably were destroyed. The pri- 
mary bronchi and related pulmonary vessels may be 
fused by the inflammatory process and the prolonged 
operating time and increased blood loss may become 
significant factors. 

In the experience of the authors, segmental resec- 
tion procedures are rarely suitable for treating this 
disease because the most common site for bronchial 
erosion is at the level of division of the lobar into seg- 
mental bronchi. In only one case was a lesser resection 
than lobectomy performed. The remaining seven pa- 
tients did not undergo pulmonary resection. In one 
case resection of the calcification without pulmonary 
resection was performed, while in three others there 
was endoscopic removal of the broncholith. In the re- 
maining three cases only endoscopic diagnosis was 
performed. 

The therapeutic problems in this disease become 
more involved as the offending broncholiths occur 
more proximally in the tracheobronchial tree. This 
suggests that there is a definite place for prophylactic 
surgery for major calcifications in these locations be- 
fore significant symptoms develop. Certainly, early 
symptomatology, such as an irritating cough with the 
finding of major calcifications adjacent to the proximal 
tracheobronchial tree warrants serious consideration of 
surgical removal of the calcifications. (Am. Rev. Tu- 
berc., 73:19, 1956.) 


Idiopathic Clubbing 


ALTHOUGH IT IS RECOGNIZED that when clubbed fingers 
are noted, the possibility of an underlying chronic 
disease, particularly cardiac or pulmonary, should be 
considered, Buchman and Hrowat emphasized that no 
apparent cause may be demonstrated. They presented 
a case of marked clubbing of the digits with associated 
hypertrophic osteoarthropathy in a healthy young 
man without recognizable disease. Complete studies, 
including cardiac catheterization, were normal. This 
case adds to those already in the literature that build 
a concept of simple clubbing and osteoarthropathy as 
a manifestation of a disease of unknown cause with a 


favorable prognosis. (Arch. Int. Med., 97 :355, 1956.) 
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Supraclavicular Swellings 


Q. A patient having bronchiectasis and some pulmonary 
emphysema has developed soft, compressible swellings 
in the supraclavicular spaces. What do these signify ? 


A. Herniation of the cupula pleurae through Sibson’s 
fascia is a rare phenomenon. The fact that the patient 
has bronchiectasis, a condition producing coughing 
bouts, is a possible contributing factor. Such hernia- 
tion of the lung up into the lower triangle of the neck 
can be demonstrated easily by fluoroscopy or by roent- 
genograms made in expiration. Lesser degrees of pro- 
trusion of the apices of the lungs into the supraclavicu- 
lar fossae occur in many thin patients with emphysema 
and a cough. They represent merely the resultant of 
the positive pressure in the pleural spaces bulging the 
fascia and skin outward against atmospheric pressure. 


Effects of Air Flight 


Q. Please discuss the ENT complications or hazards of 
fling personnel—pilots, stewardesses, etc.—such as 
popping in the ears, etc. 


A. The only significant variables encountered in fly- 
ing which might increase the ENT complications of 
fight personnel are changes in barometric pressure 
and decreased humidity. Over a period of the past 18 
years, medical observation of all flight personnel in 
United Air Lines has not shown any ENT hazard or 
increased incidence of complications due to these two 
variables. 

We occasionally see cases of traumatic myringitis 
due to failure of middle ear pressure equalization— 
obstructed eustachian orifice or eustachitis. The intro- 
duction of pressurized aircraft has reduced the number 
of cases markedly. In pressurized aircraft, the inci- 
dence of ear discomfort in passengers is 2 cases per 
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Readers are encouraged to submit inquiries to GP. 
These will be answered by authorities 
in the appropriate fields of therapy and diagnosis. 


1,000 passengers carried during the year 1955. This 
compares with 8 cases per 1,000 passengers carried 
prior to the pressurization of aircraft. 

The popping in the ears during airplane take-off or 
landing is caused by barometric pressure equalization 
via the eustachian tubes and is identical to the mecha- 
nism encountered in mountain driving or ascent or 
descent in skyscraper express elevators. Physicians 
engaged in the practice of aviation medicine consider 
the popping of the ears to be as physiologic as the 
passing of flatus. 


Varicose Veins in Pregnancy 


Q. What is the current attitude toward therapy of severe 
varicose veins in a pregnant woman ? 


A. Most vascular surgeons believe that the treatment 
of severe varicose veins should be the same in the 
woman who is pregnant as in the nonpregnant ones. 
Many complications can be avoided by operating on 
these patients, although the operative result as far as 
the veins themselves are concerned will not be as good 
as if the operation were done when the patient was not 
pregnant. In addition, good support to the legs and 
often to the pelvis is essential. Most of the patients get 
good results from an Ace type of bandage worn from 
the toes as high as it is necessary, and often from the 
use of a male type of two-way stretch supporter, the 
part fastening between the legs being padded to give 
support to the veins around the vulva and vagina. 

In very mild veins, good support will take care of 
the problem, and in a few sclerosis has been used. The 
possibility of exciting some phlebitis with a chemical 
sclerosis, however, has to be considered. 

The surgery consists of resections in the groin of 
the saphenous and all its branches, at each incompe- 
tent point below the leg and of the lesser saphenous 
vein behind the knee. Stripping between the resected 
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points is helpful in delineating other veins and in re- 
moving the veins between the resections, but the dis- 
section of the incompetencies still is the key to the 
surgical success in the treatment of these veins. 

This discussion is for varicose veins and not the 
post-phlebitic type of veins. 


Treatment of Complicated Arrhythmia 


Q. In a patient having acute myocardial infarction, the 
course became complicated by auriculoventricular dis- 
sociation with nodal rhythm and occasional short 
periods of ventricular asystole. There were also rather 
frequent ventricular premature beats. What drug 
therapy would be recommended ? 


A. No therapy can be recommended that will prove 
universally beneficial and never harmful for such cases. 
One should administer drugs cautiously and should 
recall that atrioventricular block is frequently tran- 
sient when associated with acute myocardial infarction. 
Quinidine and Pronestyl should not be used in cases 
of high-grade atrioventricular block exhibiting ventric- 
ular asystole, even when there are frequent ventricular 
premature beats. 

If the periods of asystole are becoming more frequent 
and more prolonged, then the following approach 
seems reasonable. The effect of one grain of atropine 
sulfate, administered intravenously slowly, should be 


studied electrocardiographically. If atropine fails, then 
5 mg. of Isuprel can be tried sublingually every two to 
three hours. Recently potassium chloride and molar 
sodium lactate have been used with some success in 
such cases. Adrenocorticotrophic hormone has also 
been used, but more data are needed before it can be 
recommended as a reliable form of therapy. 


Postoperative Thrombophlebitis 


Q. When should ligation be done in postoperative phlebitis 
with questionable thrombosis ? 


A. The following answer is given with the assumption 
that the questioner is referring to involvement of the 
deep veins of the lower extremities. 

Most authorities currently prefer to treat postoper- 
ative thrombophlebitis with anticoagulant drugs. These 
people would reserve ligation for specific indications, 
as follows: 

1. Anticoagulant therapy contraindicated. 

2. Development of pulmonary embolism in spite of 
“adequate” anticoagulant therapy. 

5. Septic thrombophlebitis with septic pulmonary 
infarction in which there has not been an early satis- 
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factory response to appropriate antibiotic therapy. 

For those who still prefer venous litgation rather 
than anticoagulant therapy, a diagnosis of postoperative 
thrombophlebitis in the deep veins of the lower ex- 
tremities would be sufficient indication for instant 
venous ligation. The ligation is intended to prevent 
pulmonary embolism. For that purpose, it would be 
necessary to interrupt venous return from both lower 
extremities even though the segns of thrombophlebitis 
may be strictly unilateral. It would be assumed that 
the extremity that seems uninvolved might neverthe- 
less harbor “‘silent” thrombi. 


Effects of Relaxin 


Q. Ihave a 33-year-old gravida 4, para 3, who, except 
for the usual nausea and vomiting the first trimester, 
does well until the 5th or 6th lunar month. At this 
time, she develops a great relaxation of the pelvic 
ligaments that causes considerable distress. This per- 
sists until delivery and necessitates bed rest the last 
two months of pregnancy. Intravenous calcium, a 
maternity girdle and adhesive strapping have all 
been tried with poor success. Is there any drug to 
counteract the hormone, relaxin, that is postulated to 
cause this condition ? 


A. There is no drug or hormone known to counter- 
act relaxin. Relaxin effect causes symphysial separa- 
tion best demonstrated by x-ray examination with the 
patient standing on one foot, the other foot elevated. 
Bed rest is the most comfortable treatment. 


Q. Should tetanus antitoxin be administered routinely in 
case of human bite? Should antibiotic therapy be ad- 
ministered routinely ? 


A. 1. No. There are cases where external contami- 
nation suggests the wisdom of the use of tetanus anti- 
toxin in a penetrating wound. The tetanus organism 
is found quite infrequently in human feces, and when 
found there, it is regarded as an organism of passage 
from raw food rather than an organism in a natural 
habitat in the colon; and Cl. tetani must be nil in the 
human mouth. 

Street dust contained the organism in 14 to 66 per 
cent of samples, however, and a hand so contaminated 
before the “bite” would have a significant chance of 
engendering tetanus. 

2. Yes. The possibility of developing an anaerobic 
infection, particularly fusospirochetal, is great indeed. 
Penicillin is highly regarded in this situation. 


GP Volume XIV, Number 3 


= 


apy. 
ther 
ative 
stant 
vent 
d be 
ower 
‘bitis 
that 
rthe- 


xcept 
ester, 
t this 
heluic 
per- 
e last 
m, a 
all 
ug to 
ted to 


nter- 
para- 
h the 
ated. 


ely in 
he ad- 


tami- 
anti- 
anism 
when 
issage 
atural 
in the 


per 
nated 


rce of 


erobic 
deed. 


Retirement Risk 


(Ninth Annual Conference on Aging, University of 
Michigan, July 10.) “‘Persons who fail to make a satis- 
factory adjustment to the rigors of retirement usually 
have a life span of approximately two years after com- 
plete idleness had been initiated.” Too often retire- 
ment becomes a dreary existence, leading to depres- 
sion. “There is a great need for initiation and guidance 
of retired individuals into some purposeful project or 
activity so that they will not just vegetate until the 
bell tolls.°—Dr. Cuartes Sevters, Detroit. 


Farm Hazard 


(Arthritis and Rheumatism Foundation statement, New 
York, July 15.) More THAN any other occupation, 
farmers are victimized by arthritis, with 23 per cent 
affected by the disease. “Exposure to the elements 
may have something to do with it,” although the pre- 
cise cause is not known. ‘Farmers spend most of their 
lives working in the outdoors. Hard physical labor 
over the years without let-up and a lack of relaxation 
may also be involved.” To lessen the risk for farmers, 
the Foundation advises them to avoid overwork as 
much as they can; to obtain sufficient rest; to take 
rest breaks several times daily; to warm up with light 
exercise or light chores first for the day’s work; to 
avoid worry, and to seek regular medical checkups. 


Playpens and Models 


(World Confederation for Physical Therapy, New York, 
June 20.) To Learn ability to stand erect, infants must 
first train extensors of the back and the hip joint, and 
crawling is the primitive method of achieving this. 
Playpens, employed too early, allow little crawling 
space and tempt the child to stand too soon before 
back muscles are sufficiently developed. Leg position 
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may be permanently disturbed by this premature 
loading. 

Also harmful is the abnormal “dress model pose” 
imitated by many young women, and common among 
school children too because of limp back muscles. In 
this stance, the body is tilted backward from the hip 
joints and is overstretched passively. The posterior is 
pushed downward, appearing small. To maintain equi- 
librium, the back must bend throughout its length into 
kyphosis and the chin must be thrust forward. The 
abdomen is pushed abnormally forward.—Dr. Sama 
Tawast-RanckEN, University of Helsinki, Finland. 


Posture Pain 


(Ibid, June 20.) Fautty posture with muscle tension 
is widespread. The commonest cause is not primarily 
weakness of certain muscles but muscle imbalance, 
resulting from the individual’s inability to detect his 
own postural errors. Pain is an almost inevitable con- 
sequence, resulting in a decline in general health. Re- 
education of the patient’s postural pattern is the essence 
of treatment.—Mo tty Turner, University College Hos- 
pital, London, England. 


Migraine Personality 


(Southern Pediatric Seminar, Saluda, N.C., July 13.) 
MicraIne is about two and one-half times as common 
in women as in men. The migraine patient is a per- 
fectionist and is likely to be either very meticulous or 
quite sloppy. She holds in her feelings, is overcon- 
scientious and hard-driving. She is ambitious beyond 
any means of accomplishment—takes on many varied 
activities. Often she is late for appointments because 
she tries to keep a time schedule that is too tight. She 
has trouble relating herself to other people—thinks of 
friendship as something to be won by her own deeds. 
In that sense she confuses admiration with friendship. 
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—Dr. Artuur J. Merru, Associate Professor of Medi- 
cine, Emory University School of Medicine, Atlanta. 


Causes of Jaundice 


(Ibid, July 13.) In asour two-thirds of jaundiced pa- 
tients, a diagnosis of the cause for jaundice is readily 
made from the findings at the initial examination. In 
the other one-third, uncertainty about the cause may 
be resolved by means of a group of “liver function” 
tests. When these tests fail in that purpose, it is usu- 
ally because there is a mixture of mechanisms for jaun- 
dice, or a combination of causes, or a phase of com- 
plete intrahepatic obstruction during the course of 
hepatitis. In any case in which the diagnosis remains 
in doubt, it is reassuring to remember that jaundice 
itself rarely demands any hurry on the part of the 
doctor. Often enough, patience and continued close 
observation clear the diagnostic confusion.—Dr. 
Hucu H. Hussey, Professor of Medicine, Georgetown 
University School of Medicine, Washington, D.C. 


Causes of Shock 


(Ibid, July 16.) Tue rammar clinical picture of shock 
may be due to a number of causes. Fluid loss may re- 
sult from internal or external bleeding, plasma loss as 
in burns or peritonitis, or the extracellular fluid loss 
of gastrointestinal disturbances or polyuria due to kid- 
ney disease, large osmotic loads or adrenal insuffi- 
ciency. Other causes are the combination of infection 
and dying, acute congestive heart failure as with myo- 
cardial infarction, pericardial tamponade or pulmonary 
embolism. Recognition of the underlying disorder is 
important for the most successful treatment, particu- 
larly regarding fluid loss. Arteriolar relaxation is also 
a cause of shock, of either chemical or neurogenic 
etiology, and the outlook for recovery from shock is 
excellent in these circumstances.—Dr. Euceng A. 
Sreap, Professor of Medicine, Duke University School of 
Medicine, Durham, N.C. 


Low Fat Diets 


(Ibid, July 14.) THe averace American diet obtains 45 
per cent of total calories from fat. Attempts to cause 
weight reduction through low fat diets have often 
failed, because the diet was unpalatable and monoto- 
nous. As a result of extension of research efforts to the 
kitchen and to the grocery store, it has been possible 
to devise 25 and 50 Gm. fat diets—about one-third the 
fat content of the average diet. The new diet reduces 
caloric intake while preserving the fun of eating. The 
results—soon to be published in book form—outline 


~ foods of low fat content and suggest tasty low fat ways 


of preparing them. The choice and preparation of 
snacks, meats, vegetables, salads and desserts are dis- 
cussed, and sample menus are offered. For example, 
stew may be partially cooked, then refrigerated, and 
surface-congealed fat removed before final cooking and 
service. One can make white sauce without butter, 
French dressing and mayonnaise without oil, and 
whipped cream from skimmed milk. The resulting diet 
promises to be pleasant for the patient and practical 
for the housewife. The Stead family should know— 
they follow it themselves.—Mrs. A. Sreap, 
Durham, N.C. 


Masked Thyroid and Parathyroid Disease 


(Ibid, July 16.) Common disorders of the thyroid and 
parathyroid glands may be undiagnosed for years. 
Myxedema must be suspected from the patient’s voice 
and appearance—the patient’s history seldom leads the 
doctor to the diagnosis. Once the myxedema etiology 
of chronic heart failure, ascites, constipation, deafness 
or psychosis is suspected, the typical “shock-absorber” 
biceps reflex will further support diagnosis. Elderly 
hyperthyroid patients may lack the typical eye signs, 
excessive psychomotor activity or easily palpable thy- 
roid gland, and the disease may masquerade as refrac- 
tory heart failure, persistent diarrhea or unexplained 
weight loss and myopathy. The presence of a scar from 
previous thyroid surgery should always prompt the 
physician to evaluate the status of thyroid function 
and to consider postoperative hypoparathyroidism. 
The latter diagnosis may be screened by the Chvostek 
and Trousseau signs and fasting urine Sulkowitch re- 
action prior to laboratory determination of serum 
phosphorus and calcium. The disease may be obscured 
for years by vague symptoms since tetany tends to de- 
crease with persistent abnormal serum calcium and 
phosphorus. The atypical disease pictures may require 
confirmation by specific laboratory tests, and therapy 
in all is usually associated with gratifying rehabilitation 
of the patient—Dr. Marcus Scuaar, Chief Medical 
Officer, District of Columbia General Hosjntal. 


Antibiotics and Prestige 


(International Congress of Pediatrics, Copenhagen, Den- 
mark, July 23.) Usk oF ANTIBIOTICS should not be made 
a matter of “keeping up with the Joneses.” But pa- 
tients do sometimes ask for antibiotics for their chil- 
dren, almost as a matter of prestige, because a neigh- 
bor’s children received the drugs. Physicians should 
resist such pressure, and not employ antibiotics in 
disorders in which there is no cause for worry. 


ay 
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BY JOHN J. BARTON 


Attorney John J. Barton, Los Angeles, presents an attor- 
ney's viewpoint of the medical report prepared in con- 
nection with automobile accidents. The author is a mem- 
ber of the California and Nebraska Bar Associations and 
prior to entering private practice, represented automobile 
insurance companies as both attorney and claims adjust- 
er.—PUBLISHER 


WITHOUT THE ADVENT of automobile liability and medi- 
cal pay insurance, medical reports would not have 
assumed the importance they have today. Because of 
insurance, the demands of the parties who are to be 
affected by the benefits weigh heavily on doctors. I 
often wonder if the medical profession realizes the 
importance of reports and how they affect the outcome 
of negotiation between the injured party and the in- 
surance company— and subsequent law suits. 

Does the medical profession realize, for example, 
the weight their reports are given by the insurance 
claims department when a bodily injury claim is 
presented ? I am sure that if such were the full realiza- 
tion, meager and incomplete reports would never be 
submitted. Yet this is not the case. Either from lack of 
time or interest, the medical profession often refuses 
to render the report a patient is entitled to. 

As most doctors know, an injury sustained by a 
patient because of the negligence of another is com- 
pensable to the injured party. In most cases, the negli- 
gent driver has liability insurance and a claim will be 
directed to the insurance company. Once a claim is 
presented, the insurance company will be represented 
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REPORTING PERSONAL INJURIES 


Special Features 


by experts in their respective fields. This is only 
natural since paying or resisting claims is their busi- 
ness, and in order to compete, these companies must 
have men thoroughly experienced in their fields. The 
claimsman is usually well versed in medical matters as 
well as the legal aspects of a claim. Yet if his training 
or experience is deficient in the medical aspects of the 
claim, he has merely to call in a trained insurance 
doctor who will give a thorough medical examination 
and submit a comprehensive report. 


# 


i 


A head examination is a vital port of the “‘word-picture” of the patient. 
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Should Reflect Entire Person 


The claim can be presented either by a patient acting 
as his own negotiator or represented by counsel who 
negotiates for him. In the latter event, the status of 
negotiation becomes more balanced since, against the 
array of experts for the company, the patient’s attorney 
should be able to negotiate successfully. In either 
situation, the medical report of the doctor and how it 
is written, will play a predominate role in the negotia- 
tion of the claim. 

Other things being equal, a well-reported injury will 
be worth considerably more than an injury of the same 
type poorly reported. This is so because the claimsman 
of the insurance company relies so heavily on what the 
medical report shows. He may never see the patient 
and in most cases, the person in charge, the claims 
manager, who finally decides the value of a case, never 
sees the injured party. His only evidence of the nature 
of the injury is the medical report. This to him is the 
person. Because this is so, the medical report should 
reflect the entire person as much as possible. It should 
be a “word-picture” of the injured party. 

Other than oral reports of an injury, which are not 
practical, there are only two methods of submitting 
written reports. These are the “form report” and the 
“narrative report.” Let us examine the merits of each 
separately. 


The ‘Form’ Report 


A form report is usually a one-page affair on which a 
doctor is asked to record all he has observed concern- 
ing his patient. In effect, it is expected that the doctor 
can give a tr.1e “word-picture” of his patient by this 
means. The shortcomings of this method are all too ob- 
vious. The only benefit this writer can see in the use of 
this method is that it saves time for the doctor and the 
insurance company. The doctor has a greater duty to 
the patient than he does to himself. The doctor should 
always keep in mind that this form was prepared by the 
insurance company and not by his patient. 

How many doctors can rightfully report the x-ray 
findings within a space 1 inch wide and 6 inches long 
as provided by the form report? If they could, the 
roentgenologist would be remiss in his report to the 
attending physician. Such, however, is not the case. 
The roentgenologists’ reports this writer has seen are 
the most thorough of medical reports. Their reports of 
x-rays taken, whether there be injury or not, will 
invariably constitute a full page. The entire report of 
the roentgenologist should be incorporated in the 
attending physician’s report, since it constitutes a 
major portion of the “‘word-picture” of the patient. 
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To give the conclusions only, is to fail the patie iit in 
presenting this complete “word-picture.” How in- 
complete the form report is can nowhere be better 
illustrated than in reporting the x-ray findings. 

All doctors realize that when a patient comes to 
them with a history of an injury, the doctor owes the 
patient a thorough examination. How can an examina- 
tion be thorough if the doctor uses the form supplied 
by the insurance companies as a guide? Even though 
the doctor may not use the form as a guide in examina- 
tion and treatment, yet he does so when writing the 
report on the form. 

I believe that the doctor usually conducts a very 
thorough examination but that when he tries to record 
what he has observed onto the form, finding it inade- 
quate, he nevertheless proceeds to answer the ques- 
tions as contained in the form. 


Need Complete Report 


What of the patient’s history of the accident? Has 
there been an examination of his head even though no 
complaint of head injury has been made? The doctor 
owes his patient this examination, yet the form makes 
no provision for it. Undoubtedly, the doctor makes 
this examination as a matter of good practice, but 
in using the form he fails to make it known, unless 
he does find an injury. Reference should be made that 
the head was examined, even though no injury was 
located. This information is a vital part of the “word- 
picture” of the patient. 

The same can be said of the skin, eyes, teeth, tonsils, 
throat, thyroid, heart, blood pressure, lungs, abdo- 
men, genitourinary, extremities, neurology and spine. 
Without some discussion of these, how can a doctor 
expect a claimsman to get a full “‘word-picture” of the 
patient? In fact, how can the doctor expect anyone to 
believe that a thorough examination has been given if 
the same is not reported? The form is inadequate to 
meet these demands of good medical practice. 

How many doctors can diagnose a personal injury 
without knowing something about the facts of the 
accident? It is not intended that the doctor know the 
technical facts, but he should learn, in order to facili- 
tate his diagnosis, the nature of the impact, 1.c., was 
the patient seated behind the wheel, or where was he 
seated? This is important, as it may indicate the area 
and extent of the injury. 

Also, the doctor must ascertain how the patient was 
thrown about. It is readily recognized, for example, 
that the patient’s injuries and subjective complaints 
will usually be different if he is thrown to the pave- 
ment than if he were thrown onto a lawn. If he were not 
thrown from the car, then it is important to know what 
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lt is important to know what objects the patient struck and if he was thrown from the car. 


part of his body came into contact with what part of 
the car. The form is inadequate to cover this important 
aspect of the case. 


Word-Picture Important 


Nor does the form provide any space to describe the 
type or locale of pain. The type and nature of treat- 
ments are also important because they bear directly 
on the important subject of pain and suffering. 

At this point, the doctor may question the import- 
ance of pain and suffering. The injured party is en- 
titled to compensation for pain and suffering as a part 
of the total settlement. Although the doctor cannot 
accurately know the degree of pain and suffering, yet 
from his training and experience he knows the com- 
parative aspects involved. He knows that certain in- 
juries are more painful than others. He should record 
this observation, together with the subjective com- 
plaints of the patient. Only by doing this does the 
doctor help report the true value of his patient’s case. 
The form makes no provision for this important aspect 
of the total “‘word-picture.” 

Where there is injury of a permanent nature, the 
medical form becomes glaringly inadequate. Any doc- 
tor who has completed forms for the industrial acci- 
dent commission knows that a statement by the at- 
tending physician as to permanent disability must be 
backed by reported facts. So in auto accidents, the re- 
porting physician must be thorough in order that the 
client may obtain just compensation. 

The medical form contains space for prognosis. To 
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this writer a prognosis is merely a calculated guess. 
In very few types of injuries, a prognosis can be given 
with some degree of accuracy. But this is more the 
exception, in personal injury cases, than the rule. 
Because the guess of the attending physician could be 
detrimental to the patient’s subsequent negotiations, 
it is submitted that the doctor use this mode of ap- 
proach sparingly. A flat assertion as to an early prog- 
nosis can prove very embarrassing to the doctor and 
costly to the client should the injury prove of greater 
duration than was expected. 


Reserves Gauged by Reports 


The medical report forms are submitted by the in- 
surance companies for a number of reasons. The forms 
are sent out in the hope of getting the earliest possible 
report so that the company can post a reserve. This is a 
figure within which the company hopes to settle the 
case. If the medical report is poorly written, the reserve 
may well reflect this by being lower than the case value 
really is. However, if the report is thorough and ac- 
curate, the reserve will better reflect the true value of 
the case. 

Insurance companies will seldom settle a case above 
the reserve posted. It is true that some companies will 
adjust their reserves, but this is done only because the 
first reserve posted was estimated without the medical 
report. Not only is this form used as a means to gauge 
the potential exposure of the insurance company, but 
it will divulge much information that may not be to 
the client’s best interest to reveal at that time. Of 
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course, the insurance company has the medical man 
on the spot with an early report, and if his later report 
does not reflect consistency with the first report, this 
factor will be used as an arguing point in the negotia- 
tion of the claim. In fact, it may be used in cross- 
examining the doctor should the matter be tried. 

Many doctors are in some sort of hurry to get a 
medical report form in to the company when there is 
medical pay coverage involved. They know that their 
medical bill will be paid promptly. Yet do they know 
that this same medical report may well find its way 
into the hands of the insurance company representing 
the third party? Because this medical information is 
confidential communication, I seldom permit an 
examining physician to send a medical report to the 
medical pay company until I have settled the bodily 
injury with the company representing the negligent 
driver. 

Nearly all attorneys will protect the doctors on their 
bills, so why rush to divulge this information? Nor will 
the patient’s rights be jeopardized under the medical 
pay provisions of the policy. 


Should Hear Negotiations 


I am sure it would be quite an experience if a doctor 
could sit in and listen to the negotiations conducted 
between an attorney and a claims adjuster. I am con- 
fident the doctor would soon learn the importance his 
report plays in the discussion. In fact, because the re- 
port does play such a vital role in negotiations, the 
better personal injury attorneys rarely permit the claims 
adjuster to read the report. In fact, they read the re- 
port to the adjuster and never relinquish a copy until 
the case is settled. This prevents the adjuster from 
picking the report apart and arguing about the most 
unequivocal parts. The doctor should keep in mind 
that negotiations of a personal injury case are a dress 
rehearsal of the actual trial of the case, but with no 
holds barred except good deportment and proprietor- 
ship of language. 

As an example of the misuse of prognosis, the ordi- 
nary neck injury arising out of the so-called whiplash 
effect, lends itself readily to discussion. In many of 
these cases, there may be some latent injury, yet the 
doctor may believe these are only subjective complaints 
and therefore give a very optimistic prognosis that the 
patient should recover at a very early date. It becomes 
very difficult for the patient or his attorney to convince 
the insurance company, should his pain continue be- 
yond the prognosis submitted by his attending physi- 
cian. In fact, it becomes almost impossible once the 
patient has been examined by the insurance company 
doctor. 
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Be Wary of Prognosis 


It is better policy from the patient’s standpoint to 
forego any statement about prognosis and use this 
only when treatments to the patient are nearing an 
end. Of course, if the patient is fully recovered, the 
doctor must so state. Yet many examining physicians 
rightfully hedge, even at this late stage, so that they 
will not be caught short should the patient have a re- 
lapse. Many of the experienced doctors, that is, those 
who write reports for plaintiff’s attorneys, skip this 
heading entirely and close their reports under any 
one of a number of headings such as “Comments,” 
**Conclusions” or “Analysis.” 

Another reason that the insurance companies seek 
these reports at an early date is that they want to learn 
whether the persons involved should be examined by 
the insurance company doctor. I am not saying that 
the insurance company is not entitled to an examina- 
tion. The question of when a client should be per- 
mitted to be examined by the insurance company doc- 
tor is one on which many personal injury attorneys are 
in disagreement. I think it depends upon the nature of 
theinjury, the experience had with that particular 
company in past claims negotiations and the stage of 
the treatments. 

Where the form must be used, however, and this 
will usually happen where the patient is not repre- 
sented by counsel, the doctor should not go out on a 
limb in completing the form. He has a right, and in 
fact a duty, to reserve judgment. I believe that even 
where the patient is not represented the doctor owes 
him the duty of submitting a final report in narrative 
form. Because of this, the doctor should be extremely 
conservative when completing the preliminary form 
report, if he desires to submit such a report. 


Compensation in Order 


One of the commonest complaints of doctors con- 
cerning the narrative report is that it is time consuming. 
What the doctor really means is that it is effort ex- 
erted without compensation. But need this be the case? 
Most plaintiff attorneys will gladly pay a nominal fee 
for such a report. This is in addition to the regular 
charge for the treatments. A good narrative report may 
take as much as one hour of the doctor’s time. His time 
and knowledge expended in completing this report is 
readily worth the charge. The injured patient’s attend- 
ing physician is rightfully entitled to a charge for a 
thorough narrative report. 

Where the patient does not have an attorney, the 
doctor cannot expect the patient to react favorably to 
such a charge, since he seldom realizes the service 
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that would be rendered him in submission of such a 
report. Where an attorney asks for a report, the doctor 
should first reach an understanding with the attorney 
as to the charge. The charge, of course, will depend 
upon the time spent, which is usually related to the 
seriousness of the injury. 

A narrative report should be broken down into sub- 
headings. I have seen them run three or four pages 
without subheadings. This proves both burdensome 
and difficult for the attorney and the insurance com- 
pany when they attempt to reach some decision as to 
the value of the case. A report with subheadings also 
gives the attending physician a guide when dictating 
his report so that he will cover all phases of his ex- 
amination and treatment. 


Suggested Subheads 


There is no set pattern for subheadings. However, 
they should be used to bring out a true “‘word-picture” 
of the patient, his injuries, pain and suffering, treat- 
ment and permanent disability, if any, and possible 
time off to recuperate. The topical outline should be 
flexible enough to cover any type of injury. If it is not, 
the doctor should be ready to vary the outline to meet 
the specific needs. As a suggestion only, the outline 
might contain the headings shown at the right. 

Most of these subheadings are self-explanatory. 
Most doctors will readily understand the reasons for 
examination of the particular parts and their relative 
importance. All doctors will readily understand why 
a blood count should be taken. As they know, a change 
in the blood count of an injured victim can tell much 
about his condition. So too, might the other tests rec- 
ommended. These tests and examinations are not time 
consuming and by performing them the doctor is only 
rendering the type of service to which his patient is en- 
titled. If the respective parts examined are normal or if 
any of the tests are neutral, the doctor should so state 
under the appropriate heading. This is an indication 
that the examination was conducted and should satisfy 
all concerned. 


Disability Important 


Among other matters, the doctor should discuss, 
under the “Conclusion” heading, the amount of time 
the patient will be disabled and unable to work. If 
there will be any temporary disability, the total time 
should be recorded. This aspect of the report is very 
important, for should the patient be unable to continue 
employment, without the doctor’s confirmation, most 
insurance companies will rightfully make no allowance 
for the medically unverified loss of earnings. Also, in 
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1. Statement of the injury, covering briefly the facts 
of the accident. 

2. Past history of injury and sickness. 

3. Visual characteristics of patients over-all char- 
acteristics: 
a) height; b) weight; c) sex; d) age; e) general 
physical appearance; f) general mental response. 
Head 


4. 

5. Shin 
6. Eyes 

7. Teeth 

8. Tonsils 

9. Throat 

10. Thyroid 

11. Heart 

12. Blood Pressure and Blood Count 


19. X-ray 
a) Verbatim transcript of the report submitted 
by the roentgenologist; b) Roentgenologist’s con- 
clusions; c) Attending physician’s explanation 
of these comments and any further comments 
of his own 

20. Diagnosis (Break down into component parts 
and show how each relate to the other.) 

21. Analysis, Comment or General Conclusions 
(This heading in lieu of prognosis.) It should 
include any time off from work. 


eat. 


this same section, the doctor should make some esti- 
mate of the future medical bill, together with a state- 
ment of the bill to date. 

Nearly all attorneys will agree to protect the doctor 
on his bill from the final settlement. Where, however, 
there is no attorney on the case, the doctor should 
have the patient sign a lien form and this should be 
sent to the insurance company by registered mail. 
Where the patient will not, or through an oversight 
has not signed, the doctor should still put the insur- 
ance company on notice that the medical bill is out- 
standing. Although insurance companies need not 
honor this request, many of them do as a matter of 
courtesy. 

Many doctors will send the medical bill to the in- 
surance company without the patient’s or attorney’s 
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consent. This bill is just as much a part of the confiden- 
tial communication between patient and doctor as the 
report. The doctor should direct the insurance com- 
pany to the patient’s attorney, in the absence of written 
authorization to divulge this information. Too often 
the doctor discusses matters in the bill other than the 
cost of treatments. Even if this is not the case, the bill 
should remain a part of the confidential report. 


Where there is an attorney in the picture, the doctor 
should feel free to consult with him concerning the 
form of the medical report. Often he can offer many 
good suggestions. This is both proper and ethical, 
since the way the report is written may very well 
determine the outcome of the claim. Report writ- 
ing should be elevated to a position of prime impor- 
tance. 


Low-Calorie Reducing Diet 


Monday 

Breakrast: Weak Tea. 

Luncu: 1 Bouillon Cube in Y Cup Diluted 
Water. 

DINNER: 1 Pigeon Thigh. 

3 Oz. Prune Juice (Gargle Only). 


Friday 
Breakrast: 2 Lobster Antennae. 

Luncu: 1 Guppy Fin. 

DINNER: Jellyfish Vertebrae a la Bookbinder. 


Scraped Crumbs from Burned Toast. 
Luncu: 1 Doughnut Hole (Without Sugar). 


Dinner: 2 Jellyfish Skins. 
1 Glass Dehydrated Water. 


4 Chopped Banana Seeds. 
LuNcH: Broiled Butterfly Liver. 
DINNER: Fillet of Soft Shell Crab Claw. 


Wednesday 

Breakrast: Boiled-Out Stains from Table Cover. 

Luncu: Vy doz. Poppy Seeds. 

DINNER: Bees Knees and Mosquito Knuckles 
Sautéed with Vinegar. 


Breakrast: Pickled Humminghird Tongue. 

Luncu: Prime Ribs of Tadpole & Aroma of 
Empty Custard Pie Plate. 

DINNER: Tossed Paprika and Clover Leaf (1) 

Salad. 


Breakrast: Shredded Egg-Shell Skins. 
Luncu: Bellybutton from a Navel Orange. 


DINNER: Three Eyes from Irish Potatoes 
(Diced). 


Note: 


ALL MEALS TO BE EATEN UNDER MICROSCOPE TO 
AVOID EXTRA PORTION! 


Dr. J. H. Rets, Lombard, IIl., who sent this diet to GP, says it was 


given him by a disgruntled patient who had been placed on a diet. 


Dr. Reis put it on his bulletin board; everyone wanted a copy. 


* Now when I place patients on a diet,” Dr. Reis writes, “I hand 
them a copy of this diet, and when the boom falls as they receive the 
proper diet, they are in a happy frame of mind.”—PvuBLISHER 
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This article offers practical suggestions for determining 
the shape and placement of a new medical building, or for 
renovating an existing building. It is the second in a series 
of articles based on “‘A Planning Guide for Establishing 
Medical Practwe Units,” prepared by the Sears-Roebuck 
Foundation in cooperation with the Amerwan Medical 
Association. — PUBLISHER 


FIRST STEPS 
IN BUILDING MEDICAL UNITS 


THE DOCTOR WHO PLANS to build a new medical unit or 
renovate an old one will be faced with myriad pros and 
cons at every turn. His problems will not seem so in- 
surmountable, however, if he receives preliminary in- 
struction from experienced medical facility planners. 
The Sears Foundation, after years of experience in 
developing medical units, offers the following sugges- 
tions : 

A doctor is prudent to retain an architect, preferably 
one experienced in medical buildings. If he is building 
or remodeling on his own lot, he should supply the 
architect with a general description of the kind of 
building he wants and where he wants it. 

In case of remodeling, a doctor needs a long term 
lease to make it pay. If changes are minor, a monthly 
rental may be satisfactory. 


Orientation Important 


Determining the shape and placement of a building 
are, of course, priority decisions. 

“Orientation is a surprisingly important considera- 
tion when planning a building,” say Foundation ex- 
perts. The shape of the building and placement in 
relation to the sun considerably affect heating and 
cooling costs. They also have an important effect on 
the occupants’ state of mind. Sun glaring into a window 
can irritate as well as please. Generally a building with 
its long axis running east and west and its major win- 
dows on the south is the least expensive both to heat 
and to cool. 


Ideal Ratios Vary 


In the northern and colder regions, the building 
should be almost square, with its longer axis not more 
than 144 times its shorter axis. 

In a temperate region, the length of a building 
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should be 1% times its width, to obtain optimal 
climatic results. In any event, the length should not be 
more than 24% times the width. In this region, a bit 
more freedom is allowed, but the long axis should not 
swing more than 25 to 30 degrees from the EW direc- 
tion. A nonair-conditioned building should be placed 
to take advantage of the prevailing and local breezes, 
providing for passage of air through the building. 
Other buildings, trees and slopes all affect this place- 
ment. 

In the hot, humid Southeast, the building should be 
placed only with its major exposure toward the south, 
and the NW-EW ratio should be at least 1 to 14%. The 
most desirable maximum, however, is 1 to 3; it has the 
least cooling load in the summer and a desirable heat 
gain in winter. 

The hot, arid Southwest demands the nearly square 
shape again, and unlike the temperate region build- 
ings, should be placed so that winds are blocked or 
slowed down. The long dimension should still be on 
the EW axis and preferably should be no more than 14% 
times the shorter one. 


Parking Space Important 


Increasing difficulties in parking demand that all 
successful establishments give some thought to parking 
provisions for their employees, patrons or patients. 
Some estimate should be made of the probable number 
of cars to be accommodated. Space for the maximum 
number need not be provided at the outset in a sur- 
faced area, but space for expansion of the area is de- 
sirable. 

Parallel parking requires a space about 8’ x 24’; 
diagonal parking requires a space between 20’ and 24’ 
from the curb, and from 12’ to 18’ along the curb. 
About 20’ should be allowed for perpendicular park- 
ing, with 10’ to 12’ along the curb. The over-all width 
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of the area, with drives, will be between 20’ for parallel 
parking with one-way drive and 75’ for perpendicular 
parking with two-way drives. Four hundred square feet 
per car should be allowed for parallel parking on one 
side of the drive; and 750 square feet per car for diag- 
onal parking on one side of the drive. This includes 
the total area for parking and drives combined. 

The property and the building should be seen easily 
by approaching patients. Drive entrances should be 
wide enough and properly curved so that cars can 
enter and leave without disturbing normal street traflic., 
If the building is set back from the street, a second 
walk from the drive should be provided for pedestrian 
patients. The walk should have easy slopes and a mini- 
mum of steps, if any are required. 


Landscaping Often Neglected 


Service traffic, as for delivery of laundry and fuel, is 
best arranged where it does not conflict with patient 
traffic and parking. A separate drive is unnecessary, 
but there should be space available at the building so 
that trucks do not block the drive while making de- 
liveries. 

Landscaping is an important item often neglected. 
Actually, it has great influence on the atmosphere of 
any facility and the morale of all who use it. Land- 
scaping softens sharp building lines and molds the 
structure to the ground. Plants, trees, flowers and 
shrubs create an atmosphere that helps the patients 
relax. 

In addition to the psychologic effects of landscaping, 
there are also climatic benefits to be gained. Well- 
placed shade trees can effect a saving on refrigeration 
in the summer and on fuel in the winter. Landscaping 
also makes a valuable screen for protection from noise 
and unsightly views. Neighbors seldom complain about 
a parking lot in their midst if they are protected by 
planting of some thick bushes or a hedge. If a neigh- 
bor has an unsightly lot and can’t be prevailed upon 
to improve it, flowers or flowering shrubs will provide 
an effective screen. If the noise from a busy highway 
is annoying, it can be muffled to a great extent by 
dense planting between the building and the street. 

The architecture of the medical unit building, how- 
ever inspired, cannot by itself create an ideal setting. 
A relaxing and beautiful building, integrated with a 
spacious and well-planted outdoor area is an expres 
sion of the essential character of today’s medicine. 

A succeeding issue of GP will discuss some of the 
problems a doctor will confront when planning the 
interior of his medical practice unit. 


Art furnished through courtesy of the Sears-Roebuck Foundation. 
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Compulsory Health Plan Blankets Sweden 


BY LOIS LAMME 


EveRY SWEDISH CITIZEN, and every noncitizen living 
in Sweden, is now insured under the country’s new 
health insurance system when he reaches 16 years of 
age. Children under 16 are automatically insured 
through their parents, usually the father. Outstand- 
ing features of the new scheme are that it is compul- 
sory and covers all the population. 

The Swedish Medical Association fought the plan 
up to the last day, according to Dr. Dag Knutson, SMA 
president. Principles of the system were introduced 
by the Labor-Agrarian government and accepted by the 
Riksdag (Parliament) in 1946. However, financial con- 
ditions delayed the program until January 1, 1955. 

About two-thirds of the population already had 
joined a voluntary insurance plan and the percentage 
was rising steadily. The national government had sub- 
sidized a program, in effect since 1910, that made it 
advantageous for individuals to enroll in a local health 
plan. Eligibility was determined by state of health, age 
and annual income. However, age and income limits 
were becoming less rigid and were being raised repeat- 
edly. Costs were covered by contributions from the in- 
sured, the communities, the state and employers. 

The new type of care includes everyone who par- 
ticipated in the heavily state subsidized “sickness so- 
cieties” or “funds.” These independent groups have 
been retained and new ones will be established as the 
need arises. 


Creates a Skepticism 


Dr. Knutson explained recently in the British Medi- 
cal Journal that the SMA had three main reasons for 
fighting the compulsory insurance scheme. First was 
the psychologic consequences of compulsion in the 
field of social security; second, the fact that fields of 
health care other than insurance sorely need the funds; 
and third, the certain heavy increase in administrative 
work. The SMA had been studying comparable schemes 
in other countries and the World Medical Association 
position on medical aspects of social security. 

“All this, together with practical experience already 
of extensive arrangements for the welfare of the people,” 
Dr. Knutson wrote, “created a skepticism whether the 
new system would contribute as noticeably to better 
physical, mental, and social well-being as it would 
towards an increase of costs—and demands.” 
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A majestic mountain scene in the National Park of Sarek, Sweden. 


Benefits under the plan are: 

1. Medical benefit, which includes (a) payment to- 
ward cost of medical attendance; (b) free hospitaliza- 
tion; (c) payment of costs incurred traveling to a doctor 
or hospital and back home; and (d) pharmaceutical 
preparations free of cost in certain cases, and at a 
discount in others. 

2. Sickness benefits. 

3. Maternity benefits. 


Evil Effects Appear 


Under the former voluntary plan, sickness insurance 
was financially and administratively separate from in- 
dustrial injury insurance. Industrial injury benefits 
were much higher than the other benefits and the evil 
effects of overinsurance had become noticeable. The 
new system combines sickness and industrial industry 
benefits. Compensation has been increased in scope for 
sickness but has been lowered for industrial injuries. 

“It remains to be seen whether, from political rea- 
sons, this arrangement will last,’ Dr. Knutson com- 
mented. “Little has been said about this, and the man 
in the street has up to now known little about it.” 
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Under the plan, patients receive allowance for trav- 
eling to and from doctors and hospitals, free pharma- 
ceutical preparations for “qualifying diseases” and a 
state contribution toward other prescriptions. The 
daily allowance for disability benefits will be an espe- 
cially costly facet of the program. 

Total cost for the first year is estimated at $144 
million, About 44 per cent of the costs will be borne 
by the insured, 27 per cent by employers, and 29 per 
cent by the state. Each person who has a taxable in- 
come of $233 or more must pay national health insur- 
ance premiums amounting to between $11 and $35, 
according to his income. The income minimum is set 
so low that virtually all must contribute. The only ex- 
ceptions are persons receiving national old-age and 
disability pensions. However, this group is entitled to 
receive exactly the same medical care benefits. 


More and Higher Taxes 


The state’s share of the expense will be passed on 
to tax bills, with the upper and upper-middle income 
groups carrying most of the burden. In Dr. Knutson’s 
words, the tax “may be hidden somewhere in the tax 
papers, in the bottle or the packet of cigarettes, or, 
in fact, in everything else that leaves gold dust on 
the fiscal fingers.” 

Premiums paid by the insured persons seem moder- 
ate. For an annual income of $1,750, the health-insur- 
ance premium is $25.22. Individuals are compensated 
for loss of working time at the rate of $2.72 a day. 
This disability benefit, together with allowance for 
hospital care, runs up to two years. Persons with in- 
comes of more than $3,000 a year may carry additional 
insurance commensurate with their earnings. 

Maternity protection for working women is included. 
Expectant mothers receive 65 to 70 per cent of their 
normal earnings during the compulsory maternity 
leave. All mothers get a $52.38 allowance for child- 
birth, free public-ward confinement in hospitals or free 
obstetric care at home. 

The number of medical students, practicing physi- 
cians, and hospitals will have to be increased to meet 
the new demands. Estimates are that by 1960 about 
8,000 physicians will be needed. The Swedish popula- 
tion of 7 million, a little less than that of New York 
City, is now served by some 5,500 physicians, or seven 
for every 10,000 persons. This is about half the United 
States ratio. 


Follow Fee Schedule 


Reimbursement of the patient for costs of medical 
attendance is according to a schedule of fees. Seventy- 
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five per cent of the physicians’ fees will be reimbursed, 
up to an established ceiling. The same applies to fees 
for dental work at clinics, high schools and hospitals. 
Public wards in state hospitals will be free. 

Doctors not tied to any tariff, which includes al] 
general practitioners other than rural district dociors, 
and all practicing specialists, are supposed to evaluate 
their services according to the tariff schedule. 

Dr. Knutson says the authorities have not been able 
to incorporate the medical profession into the Civil 
Service, but that these officials want the closest pos- 
sible relations between actual fees and government re- 
imbursement tariffs. This, he says, gives the doctors 
considerable freedom and a simultaneous responsibil- 
ity. Charges in the tariffs are decided by the National 
Insurance Board at a level that supposedly corresponds 
to today’s average fees in general practice. 

Rules for claiming benefits are complicated. To be 
reimbursed for traveling costs, for example, the patient 
has to declare that the main reason for the journey 
was to consult a doctor. He must also show that he 
traveled by the cheapest means available—considering 
the state of his health. If the patient is so ill that he 
has to be accompanied by another person, which also 
must be certified by the doctor, the costs are to be 
refunded. 


System Is Unique 


Dr. Knutson has described the organization of his 
country’s medical service as “one of the peculiarities 
of the Swedish order of things.” It is a mixture of Civil 
Service and free enterprise. The general practitioner, 
found almost only in densely populated centers, shares 
his time between his practice and some job which gives 
him a salary and often a pension. Most of his income 
usually comes from his practice. 

‘The man in salaried service,” Dr. Knutson said, 
“is generally entitled to conduct a private practice 
and he often derives a substantial part of his revenue 
from what he does in independent enterprise. No doc- 
tor, of course, can be told what to do with his spare 
time, and the few full-time employed ones, who are 
supposed not to advertise a practice, may receive pa- 
tients after hours in their private offices—and natu- 
rally also their due reward.” 

There are few private hospitals in Sweden, and they 
are in the large cities. Practitioners cannot as a rule 
take care of their patients when they send them into 
hospitals. On the other hand, they can use the re- 
sources of the hospitals or of polyclinics for technical 
diagnostic work such as complicated laboratory tests 
or radiography. In recent years, practitioners have 
begun to create private laboratories. 
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Last Remaining Freedom 


Hospital fees are low as a result of tax support. Most 
hospitals have polyclinics where patients are examined 
and treated. Originally intended for the poor, these 
polyclinics have come to be patronized more and more 
by the well-to-do, who in return for an increasingly 
elaborate service, pay fees for each attendance and sup- 
plementary fees for radiologic and other examinations. 

Social security and low cost medical care have their 
roots deep in Swedish tradition. On the other hand, 
Dr. Knutson has declared, ““The freedom of choice of 
doctor is our last remaining freedom!” This is the 
social environment in which the Swedish compulsory 
health system is being initiated. Other countries that 
have adopted compulsory health insurance have built 
their plans upon their respective existing agencies. 


Operation of the new Swedish plan undoubtedly 
will bring repercussions in the United States. Basic 
questions that have been the subject of debate in this 
country will be argued again. 

According to reliable reports from Sweden, some 
physicians fear their work will be doubled or tripled 
and that half their time will be taken up with filling 
out forms and complying with other “red tape” re- 
quirements. Other practitioners, however, are observ- 
ing a wait-and-see attitude. 

In Belgium, physicians recently defeated a govern- 
ment attempt to nationalize medicine. They subse- 
quently organized a nonprofit organization, the Physi- 
cians National Service, to provide low cost medical 
care to persons of modest means, whether or not they 
are insured. This free enterprise plan is an experiment 
worth watching. 


THE RAPIDLY CHANGING METHODS of medical practice, 
plus the technical and scientific progress of the last 
half century, have resulted in the loss of a singularly 
important ingredient. The general clinician has come 
to regard his role as one of lesser rank than that held 
by his predecessors. His lack of esteem for the knowl- 
edge and judgment he uses is the lost ingredient. He 
thinks of himself as the middleman—as the Evers, of 
the Tinker-to-Evers-to-Chance team. 

This isn’t simply innate modesty; it’s something 
more serious. 

Fifty years ago, the doctor of medicine was a respected 
and honored member of his community. He was proud 
of his profession and his membership in it. He was dig- 
nified without being pompous. He could resent the too- 
familiar slap on the back as quickly as he could mask 
his emotion toward the gratitude and affection of the 
appreciative. 

As new techniques and drugs were developed, slowly 
at first, and then with amazing speed and magnitude, 
the clinician found an effectiveness in the scope of prac- 
tice to parallel this advance. This increased capacity was 
not directly of his doing. This progress was apparent in 
all fields of science, not just medicine. There were bet- 
ter diagnostic facilities and more productive case-find- 
ing aids. 

It became a pressing challenge to the clinician to 
keep abreast of current knowledge. This nourished the 
seed of specialism. The presickness insurance plans, 
that were sponsored and developed by doctors, showed 
the advocates of the Welfare State an excellent vehicle 
on which to ride. 
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DOCTORS OF MEDICINE, FIRST-CLASS 


BY RALPH A. JOHNSON, M.D. 


Assistant Professor of Clinical Medicine 
Wayne University School of Medicine 
Detroit, Michigan 


~ 


Wonder drugs changed this picture. In the old days, often all the 
doctor could do was to comfort the anguished family by his presence. 
This is probably best illustrated in the pathetic painting, ‘The Doc- 
tor,” by Sir Luke Fildes. Now, with effective antibiotics and other new 
therapeutic agents, the picture is often changed from one of despair’ 
to one of hope and recovery.—Courtesy of the Bettmann Archive. 
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New therapeutic approaches overshadow the talent 
and judgment needed to decide just which of two or 20 
techniques would be best suited to a patient. It must 
be emphasized, however, that experience is mandatory. 
The doctor must choose the best form of treatment for 
each patient; this experience, judgment and ability 
will always influence his choice. 


Weren't ‘Good Old Days’ 


Look at Sir Luke Fildes’ painting entitled ‘The 
Doctor.” It depicts the family physician at the bedside 
of an ailing child. The scene is laid in the deep night 
and the anguished parents show the effects of a long 
and painful vigil. The watchful doctor wants to help— 
so he stays there. His presence comforts the parents 
but may not help the patient. 

Today’s family doctor might give the child an effec- 
tive antibiotic injection. He can do more in ten minutes 
than Fildes’ family doctor ever could do. He has a 
wealth of effective diagnostic and treatment aids. There 
is almost no need for the constant bedside vigil. He 
can treat the child and return later to find his patient 
on the road to recovery. 

Today’s doctor also has other miracles unknown to 
his predecessor. Two of these are the telephone and 
automobile. Yesteryear’s horse-and-buggy doctor dealt 
with frustrations and problems that would seem insur- 
mountable to his physician son. 

Today, the practicing physician can effectively help 
more people. However, he perhaps feels inferior to the 
techniques themselves—especially since he did not 
originate them. He pays due tribute to the masters of 
medical teaching and research who have been the source 
for his technical proficiency. To him, teachers and re- 
searchers are the first-class doctors, while he, the prac- 
titioner, is humbly second-class. 

Those feelings of inferiority are not justified by the 
facts. The application of techniques in diagnosis and 
treatment requires talent and judgment second to none. 
The worker in this field, the practicing physician, is 
always first class! 

What of the objectives of medical teaching and re- 
search? Is it to gain personal prestige or win fame? 
Only in a few rare instances. The vast majority of medi- 
cal teachers and researchers are men and women dedi- 
cated to finding more effective care for the sick. They 
know the importance of the role played by the clinician. 
Most of them gain comfort from the fact that their ef- 
forts help the afflicted. They share with clinicians an 
undying hatred for the wanton waste of disease. 

The majority of men and women in teaching and re- 
search realize that their efforts depend upon the clini- 
cian for a true appraisal of results. They consider him 
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an important member of the team and realize that !e’s 
on the firing line. 

The means of treatment is second to the art and sci- 
ence of prescribing that treatment. The importance of 
the decision for the type of treatment should never be- 
come secondary to the agents used. 

It can be argued and perhaps proved that the reason 
the general clinician has lost prestige in the eyes of his 
patients is that he views his services as technical—not 
professional. 

He is much more effective today. His scope has broad- 
ened because of newer techniques in diagnosis and 
treatment. However, he fails to realize his importance 
in the conquest of disease and suffering. He is the man 
who brings the vast wealth of current science to the 
people who seek his help. 

If he discounts the significance of his training, knowl- 
edge and judgment and overemphasizes the advance- 
ments that have been made, he teaches his patients to 
deny his work as well. 


Always First-Class Service 


If these advances were not properly or adequately 
applied by the family doctor, they might as well have 
stayed in the laboratory. Remember, that although Sir 
Alexander Fleming discovered the mold of penicillin 
more than 25 years ago, it took Florey and others to 
bring this boon to a practical reality. This essay is a 
plea against further deterioration in the loss of the art 
of medicine. It hopes to bring into proper balance that 
element of art that is now in the shade and to com- 
pensate for that too insistent stress upon science. 

There is another danger in the practicing physician’s 
feeling of inferiority. The fundamental concept of prac- 
tice rests on the relationship between the patient and 
the family doctor. The ivory-towered planners for the 
Welfare State seek to lessen this relationship. If we as 
practicing clinicians deprecate our services, we are 
doing as much as anyone to destroy this American con- 
cept of democracy. It is the more devastating for being 
an unconscious act on our part. 

The goal of the medical profession has not changed. 
It has ever been—and God grant will ever remain— 
the means of bringing the best type of treatment to 
every man, woman or child who is ill. When the best 
means of treatment is prevention by public health meas- 
ures or public welfare means, or is otherwise a govern- 
mental responsibility, doctors of medicine owe these 
instrumentalities their support and full cooperation. 

To care properly for the sick patient is never a sec- 
ond-class service. Every general clinician who feels 
that it is, is misconstruing a fundamental fact. False 
humility, like false pride, is base coin. 
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This is the second article in a series prepared by the 
Academy's Commission on Hospitals. These articles out- 
line Academy policy and are part of a continuing pro- 
gram to help members improve the general practice of 


COMMUNITY HOSPITAL | 


medicine in hospitals.—PuBLISHER 


| | 
| 


Should All Hospitals Have a General Practice Department? ix 


THe ACADEMY’S HEADQUARTERS OFFICE receives many 
inquiries on various hospital problems. These prob- 
lems may relate to organization, ethics, privileges, con- 
sultations, and all the other situations which arise be- 
tween hospital staff and hospital administration. There 
are certain truths which are generally applicable in 
all these situations. One of the most important of these 
is that local situations cannot be satisfactorily solved from 
the top, i.e., a local problem can rarely be solved at the 
national level. As Dr. Leland McKittrick pointed out 
in an article entitled ‘A Physician Examines Hospital 
Staff Relations,” published in the September, 1955, 
issue of Trustee: 

“These problems are not problems which can be 
settled by resolutions; they are not problems which 
can be settled by rules and regulations laid down at a 
high level. They are individual problems involving 
primarily an individual institution. Certain principles, 
along which policies should be directed, can be recog- 
nized. The architecture of a mechanism whereby differ- 
ences of opinion may be discussed and settled can be 
agreed upon. But the final solution to a satisfactory 
relationship between staff and hospital can come only 
through a better understanding of the problems which 
are faced by the governing board and the administrator 
on one hand and the medical staff on the other.” 

However, many similar problems have been and are 
being satisfactorily solved and it is the purpose of the 
Commission on Hospitals to relate some experiences 
of others in hope that this will help. 


Academy Furnishes Guides 


The most frequent i inquiry has to do with the estab- 
lishment of a general practice department. 

Some hospital staffs established a general practice 
department or section prior to 1949 when the Acad- 
emy first published its Manual on General Practice 
Departments in Hospitals. Such departments or sec- 
tions were formed to fulfill a function and were devel- 
oped according to local conditions. 
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The Academy’s manual is designed as a brief out- 
line of principles on the organization, functions and 
responsibilities of a general practice department and 
of individual members of such a department. It recom- 
mends that departments of general practice be estab- 
lished in all clinically well-departmentalized general 
hospitals, including university affiliated hospitals, 
whether privately or publicly owned. 

In the Academy’s Suggested Bylaws for Medical 
Staffs, the functions of a general practice department 
are described in detail. The point is made that a gen- 
eral practice department should not be a clinical de- 
partment. Medical staff bylaws must be designed so 
that medical care in the hospital will meet the Joint 
Commission on Accreditation of Hospitals’ ‘Stand- 
ards for Hospital Accreditation.” These “standards” 
include provisions for a general practice department 
as recommended by the Academy. This plan was pri- 
marily developed for the larger, well-departmentalized 
hospital where generalists have perhaps had no formal 
part in the organization of the hospital. In many gen- 
eral hospitals where generalists have the desired privi- 
leges and are well integrated, there is no need for a 
general practice department. Such an additional or- 
ganization structure would be cumbersome and per- 
haps actually detrimental to the best interest of the 
family doctor. 


Sample Bylaws Available 


However, it is imperative to have provisions for 
representation of the general practice group on the 
executive committee and other committees. More im- 
portant, keep in mind that the material furnished by 
the Academy can be only a guide and cannot be ex- 
pected to fit satisfactorily any local situation. There 
are certain hospitals where a general practice depart- 
ment does function as a clinical department. When 
standards are high and the best interest of the patient 
is foremost, this has been accepted. 

The Commission on Hospitals does not have suffi- 
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cient information based upon experience in hospitals 
to offer any model bylaws for a staff—with or without 
a general practice department. In fact, it appears that 
no model bylaws can be developed. However, exam- 
ples of satisfactory bylaws, by size of hospital and 
regional area, may be obtained. 

A continuing survey is being carried on by the 
Academy headquarters office to obtain up-to-date in- 
formation on general practice in hospitals. A ques- 
tionnaire is mailed to each member or hospital admin- 
istrator who has requested information on general 
practice in hospitals. From this information, two lists 
of hospitals are being developed—one, a list of hos- 
pitals with functioning general practice departments ; 
the other, a list of hospitals where general practitioners 
are integrated into the staff without a general practice 
department. 


Trend Favors Generalist 


In connection with the functions of a general prac- 
tice department, requests concerning surgical privi- 
leges for general practitioners are very frequent. The 
policy of the Academy’s Commission on Hospitals is 
the same as that of the Joint Commission on Accredi- 
tation of Hospitals, as stated by the director, Kenneth 
B. Babcock, M.D. The JCAH recommends that the 


evaluation of the clinical abilities of a physician <|all 
be made by a credentials committee and shall be based 
on the physician’s training, judgment, skill anc re- 
sults. The staff privilege problems that arise in indi- 
vidual hospitals are not due to a lack of agreement on 
principles between medical organizations concerned 
with standards and hospitals. However, the interpre- 
tation of these principles and recommendations is 
another matter. Undoubtedly there have been abuses. 
The present trend is definitely in favor of the gen- 
eralist. 

One cannot discuss privileges without emphasizing 
responsibilities. The Academy is vehemently opposed 
to any hospital rules which discriminate against gen- 
eralists as a class. This necessitates a strong policy 
with emphasis on the individual and group responsi- 
bilities of active staff membership. At the same time, 
the generalist must guard against being too rugged 
an individualist. The work of the tissue and record 
committees should be made easy by willing and com- 
plete cooperation rather than grudging compliance. 

One of the strongest arguments for well-trained 
family doctors is the ever-increasing amount of spe- 
cialization in all fields. The generalist needs the hos- 
pital and the hospital needs the generalist—but both 
have to come to a better understanding of what is 
meant by privilege and by responsibility. 


WHAT OTHERS ARE SAYING... 


Secrecy and Scientific Progress 


A DEEP AND SEARCHING INQUIRY into the restrictions on 
technological information is needed to determine where the 
public interest really lies. Such an inquiry would stand as a 
major milestone in our development of public policy and 
our social maturity. It would dispel the blind faith that 
more and more “secrecy” can somehow save us. It would 
define the kinds of technological information that should be 
kept secret and outline procedures for its selection and 
protection. It would require the exercise of judgment in 
balancing all of the factors required by the national interest 
and security in deciding when information should be classi- 
fied. It would provide for periodic review of classified infor- 
mation and its quick release when appropriate. 

We can no longer assume that restrictions on informa- 
tion that insulate the community from vital technological 
progress are a good thing. We must be hard-headed when 
we ask: Just what has secrecy brought us? Does the record 
show that it has provided protection, or is this just a myth? 
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Just where are we stronger because the enemy has been 
kept in the dark? Or where are we weaker because he does 
not know our power? Where, because of lack of official 
understanding as a result of secrecy, has our government 
failed to press a technological development that would have 
strengthened us? To what extent are we failing to meet the 
great challenges of modern technology because inaction is 
hidden by the restrictions on technological information? 
Are we losing significant contributions to our safety and 
welfare that science could make? What secrets can be kept? 
How can society meet the social implications of a develop- 
ment if it does not have the chance to understand these 
implications ? 

And above all, what effect are these restrictions having 
on our democratic institutions and on our system of free 
enterprise? Are we permitting secrecy to cover the rise of 
systems under the absolute bureaucratic control of govern- 
ment beyond which no regulatory appeal can be made? 
And finally, the jackpot question: Is it true that with the 
aid of technological secrecy we are maintaining our lead 
and forging ahead of the enemy? Or is it possible that 
because of it we are falling behind ?—Ltioyp V. BERKNER, 
Sctence, 123 :786, 1956. 
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NUMEROUS MISCONCEPTIONS about bank accounts and 
checks are potential hazards in the life of all business 
and professional men. These misconceptions are usual- 
ly exploded by tragic incidents that cost real money. 

Based on actual cases, here are important facts to 
remember about checking accounts, accepting checks 
and writing checks. 

1. A bank is not obliged to accept deposits. How- 
ever, when a bank does receive a deposit, it must use 
ordinary care and diligence in accomplishing collec- 
tion of checks so deposited. Neglect or default of the 
collecting bank renders it liable for any loss to the 
owner of the check. 

2. Even though a bank does agree with the depos- 
itor to honor overdraft checks, it is not liable to the 
holder for a check that would overdraw the depos- 
itor’s account. 

3. A bank is not only justified in refusing to pay a 
check not properly signed, but it is under obligation 
to the depositor to refuse to honor such a check. 

4. A depositor need not use the blank check forms 
furnished by his bank and can use a blank check issued 
by some other bank by changing the name thereon. It 
has been held that a bank is not guilty of negligence in 
paying a check merely because the check was drawn on 
a blank issued by another bank. 

5. Ordinarily, title to a check passes to a bank when 
the bank accepts the deposit. When a check is endorsed 
“for collection,” the title remains with the depositor 
and the bank acts as his agent in making the collection. 

6. A bank is entitled to charge a check back to a 
depositor’s account and revoke the credit previously 
given him if it is unable to effect collection, except, of 
course, when the bank has been guilty of negligence 
or has misled the depositor. If there are insufficient 
funds in the depositor’s account when the check is 
returned, the bank can collect the required amount 
from him. 


7, While rules for clearing-house operations are 
binding upon member banks, they do not generally 
have any effect upon the rights of depositors. Neither 
do such parties have the right to claim any benefit 
under them, unless they contract with reference to 
the rules. 

8. A bank’s obligation in receiving deposits for col- 
lection does not end when it sends those deposits out 
in the usual course of business. If they are not heard 
from within a reasonable time, the bank must find out 
why the amount has not been remitted and report the 
matter to the depositor. 

9. When a depositor has been given credit for a 
check on the books of the bank, the amount cannot be 
charged back to the depositor if the check is not col- 
lected because it is lost in the mail. 
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Misconceptions About Your Bank Account 


BY ERNEST W. FAIR 
Boulder, Colorado 


10. No one can legally present a postdated check 
for collection until the date shown on the check. Such 
a check is considered nonexistent prior to the day of 
its date. Even though the depositor has the funds in 
his account, the bank cannot legally set aside the 
amount of the postdated check. 

11. When a traveler’s check is lost by the person to 
whom it is issued and is paid on a forged signature, the 
bank is liable to the owner for the amount and is 
entitled to recover from prior endorsers. 

12. Upon death of depositor, all of his outstanding 
checks are immediately revoked and the bank is not 
obliged to pay them. Consequently, it never pays to 
stack up checks or other instruments for later deposit. 

13. It is not possible to “duck” a bank’s service 
charges because they are provided for in the depos- 
itor’s original contract with the bank. The only way to 
avoid them is to maintain a balance large enough to 
offset the costs of the account. 

14. Ifa check on the writer’s bank was “insufficient” 
and the bank cashed it anyway, that bank must look 
to the writer for collection rather than to the payee. 

15. Regulations on the deposit slip and the pass 
book are well worth reading every now and then. They 
form the bank’s contract with the depositor in han- 
dling all phases of his account. However, the law has 
held that, as a general proposition, a bank cannot enter 
into a valid contract with a depositor protecting it 
from liability for losses that are caused by its own 
negligence. 

16. The endorsement of a check “for collection” 
does not pass title to the check. The bank accepts the 
check merely as the agent for the endorser for the pur- 
pose indicated and title to the check remains with the 
endorser. 

Being constantly aware of these items, based on legal 
decisions, can save you a sizeable headache. 
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MEDICAL PROJECT DESIGN 


Desicns for three medical projects and an urban re- 
development project sponsored by a hospital won 
awards in the third annual Design Awards program, 
sponsored recently by Progressive Architecture. 

The award-winning designs showed two modern 
trends. First, designers considered each building's 
relationship to other buildings and to the construction 
site. Many groups of structures were submitted. A 
second trend showed a more relaxed attitude toward 
the handling of contemporary forms. 

This is the only nationwide competition based on 
projects in the design stage. Winners were selected 
from more than 700 entries. The jury was greatly im- 
pressed with the high level of designs submitted. 


The medical building design for Peachtree Medical 
Atlanta, Ga., provides space of equal desirability for all owner- 
nts. This is accomplished by a square plan with common 
facilities at the center of the building and equal fenestration on all 
four sides. The ground floor will be devoted to a spacious lobby, car 
passage to the patients’ three-level parking area in the rear and the 
doctors’ parking space in the basement. Projecting panels of white 
Georgia marble will ward off early morning and late afternoon sun. 


In Memorial Hospital, designed for the Protestant Hospital Builders 
Club, Belleville, Ull., a horizontal, rather than a vertical plan, will 
achieve (1) low area per bed (420 square feet per bed for the 154-bed 
hospital); (2) easy expansion possibilities; and (3) a solution to re- 
quirements within a very limited budget. The horizontal plan re- 
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quires installation of only three nursing units. Limiting the nursing 
area to only two floors has also helped to economize on lobby space, 
number of elevators and enclosed stairs. Ancillary and service dt 
partments are to be in the day-lighted basement, with short connec 
tions to areas served. 
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This design, prepared under sponsorship of the advisory board of St. 
Vincent Charity Hospital, proposes revitalization and renewal of 
downtown Cleveland. The design won an award in the urban rede- 
velopment division. A number of existing institutions will form the 
cove of the new St. Vincent Center. New additions include an expand- 
ed, modern, comprehensive health center for Charity Hospital; a doc- 


The Salhaven Health and Welfare Village, an upholsterers’ union proj- 
tcl, creates an environment that lets the worker spend his retirement 
years in healthful, useful activity. The village, in Palm Beach County, 
Fla., includes an upholstery shop to supply employment that is within 
the limitations of the residents. Members will be housed in lodges for 
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tors’ office building; a student nurses’ home close to hospital training 
facilities; a motor hotel for out-of-town patients and travelers; a resi- 
dence for interns; expanded public education facilities; a parochial 


hool; and derate i housing to serve young families, single 
working people, and older persons. Light-colored structures indicate 
future buildings. 


single persons, or family group cottages. Other buildings planned for 
the village are a community center, comprising many recreational 
and occupational facilities; a medical administration unit; a diagnos- 
tic-therapeutic clinic and convalescent quarters; and administrative, 
shopping, food service, utility and maintenance facilities. 
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For 
Control 
of 
Acute 
Agitation 


@ In the acute alcoholic 
@ In the acute psychotic 
@ In the drug addict 


A potent new agent in chemopsychotherapeutics, SPARINE 
has demonstrated a marked ability to calm and relax 
acutely agitated patients.!:? Without inducing disabling 
lethargy or dulling perception, SPARINE “... is effective 
in... maintaining these subjects in a quiescent detached 

Given intravenously, SPARINE rapidly brings patients 
under control. Given orally or intramuscularly, it pro- 
motes patient accessibility, fosters psychotherapeutic con- 
tact, and facilitates over-all management. Parenteral 
administration of SPARINE is not painful and does not 
cause tissue necrosis at the site of injection. 


For intravenous, intramuscular, or oral administration 


1. Fazekas, J.F., et al.: JA.M.A. 161:46 (May 5) 1956. 2. Mitchell, E.H.: 
J.A.M.A. 161:44 (May 5) 1956. 


NEW Potent Ataractic Drug 


Hydrochloride 


Promazine Hydrochloride 
*Trademark 10-(-y-dimethylamino-n-propyl)-ph hydrochloride 
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Medical and Public Health Laboratory Methods. 6th ed. By James S. 
Simmons, M.D. and Cleon J. Gentzkow, M.D. Pp. 1,191. Price, 
$18.50. Lea ¢> Febiger, Philadelphia, 1955. 

Tis BOOK is an excellent general reference text for the 

clinical laboratory. It encompasses methods and interpre- 

lations for all fields of medical technology, including his- 
tology, urinalysis, hematology, chemistry, serology, my- 

@ology, bacteriology, parasitology, blood banking, toxi- 

ology and food and water analysis. 

The procedures are explained in step-by-step fashion, 
with such clarity that all techniques can be easily followed. 
The illustrations and color plates are representative of ac- 
tual findings in the laboratory. 

The sections on toxicology and virology are exceptionally 
well done and are much more comprehensive than is us- 
ual in laboratory manuals or texts. 

The book would be of value to the general practitioner, 
both as a reference for the medical technologist in his office, 
or for information concerning collection and preparation 
of specimens to be submitted to a clinical laboratory for 
analysis. —Vicror B. BUHLER, M.D. 


Current Therapy, 1956. Edited by Howard F. Conn, M.D. Pp. 632. 
Price, $11.00. W. B. Saunders Co., Philadelphia, 1956. 


Most PHYSICIANS are now familiar with this book on ther- 
apy, covering the entire field of medicine by organ sys- 
tems, written in very brief succinct articles by selected 
physicians throughout the United States. 

I consider this one of my finest reference books and al- 
ways keep it within reach. The 1956 edition maintains the 
same high standard set by previous editions. I use it to 
review my ideas on the therapy with which I consider my- 
self completely familiar, as well as to refresh my memory on 
things that become slightly hazy because of disuse (i.e., 
treatment of scabies). The brevity of the discussions some- 
times leaves something to be desired, but one cannot have 
all, and brevity is one of the chief values of this book. As 
i previous editions, one cannot agree with all the dis- 
cussants, and any work using so many authors is likely to 
be spotty in its quality. This is somewhat true in this vol- 
ume although the standard is generally quite high. 
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Practitioner’s Bookshelf 


The book is well indexed and cross-indexed. For exam- 
ple, cerebrovascular accident is also indexed as cerebral 
hemorrhage, cerebral embolism, and stroke (for those of 
us who insist on being simple). I checked the contents 
against those of one of the leading textbooks of medicine 
and found no subject not treated in this volume. 

I am sure that this would be a happy addition to the ref- 
erence works of any physician called upon to do general 
therapy. I cannot see the need for purchasing a new edi- 
tion each year because treatment does not change quite 
that fast, but having editions of years not too far apart gives 
one the chance to review the opinions and methods of 
several leading physicians on therapy for the same disease. 
—Sran.ey R. TRUMAN, M.D. 


Youth. The Years from Ten to Sixteen. By Arnold Gesell, M.D., 
Frances L. Ilg, M.D. and Louise B. Ames, Ph.D. Pp. 542. 
Price, $5.95. Harper and Brothers, New York, 1956. 


THE WELL-KNOWN and valuable studies of the Gesell Insti- 
tute of Child Development have a welcome addition in 
“Youth. The Years from Ten to Sixteen.” As in previous 
works, we have here careful analysis of the normal patterns 
of growth and behavior in the age group. It is heartening, 
reassuring and enlightening as it views, in proper perspec- 
tive, this period of “person” development. Especially useful 
are the “profile” descriptions of each age level. It is recom- 
mended heartily to families as well as to family physicians. 
—Hucu H. Hussey, m.p. 


Essentials of Orthopaedics. By Philip Wiles, M.D. Pp. 538. Price, 

$10.00. Little, Brown and Co., Boston, 1955. 

THIS WELL-WRITTEN BOOK contains a great deal of general 
orthopedic information, excluding treatment of fractures. 
Its conciseness in discussion of diagnosis.and treatment 
makes it an excellent reference work. 

While the book might be a good addition to a general 
practitioner’s library, its chief use would be as a reference 
on puzzling orthopedic problems. 

A weakness of the book is its lengthy discussion of low 
back pain, which tends to leave the reader confused. 

—M. G. Van Der Scuouw, m.p. 
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@ Blasting a time honored concept, 

a British psychiatrist reports that 
convicted murderers sleep well before 
execution — averaging 7% hours 

each night. 


® According to Freud, before falling 
asleep, a person must actively wish for 
sleep. But, anxiety commonly interferes 
with this wish. 


@ Brain waves may correspond with 
the depth of sleep as follows: 1. alpha— 
waking state; 2. alpha plus delta—light 
sleep; 3. delta—deep sleep; 4. null— 
light sleep; 5. intermittent alpha—very 
light sleep; 6. alpha—wakefulness. 


@ Dreams probably occur just before 
waking or during light sleep —not during 
deep sleep. Persons from 20 to 25 
years old do the most dreaming. 


@ During exciting dreams, the blood 
pressure may be above waking levels. 


with new LOCUSATE® the patient 


has a good morning as well as a good 
night. Lotusate brings sleep in from 
15 to 30 minutes. Its action holds for 
6 to 8 hours. Different in color, size, 
shape, Lotusate appeals to the 
“sleeping-pill” weary. 
Lotusate (brand of talbutal), 

trademark reg. U.S. Pat. Off. 


Hand Surgery in World War ll. Edited by Sterling Bunnell, M.D. 
Pp. 447. Price, $3.75. Office of Surgeon General, Department of 
the Army, Washington, D.C., 1955. 

Hand Surgery in World War II is an interesting and com. 

plete description of the hand injurjes which occurred, and 

the treatment given them by the United States Army Med. 
ical Corps, overseas and in this country, during World 

War II. Each chapter is written by an authority in this 

work and details his personal experiences and the work of 

others in the area in which he served. The men who wrote 
these chapters contributed greatly to the excellent care 
which was given to American soldiers with injured hands. 

Early in the war, it was noted that so-called “lightly 
wounded” hand patients were appearing at medical instal- 
lations in unexpectedly large numbers and their “minor” 
wounds were proving difficult to manage, with severe and 
crippling permanent sequelae. It was further noted that 
these small wounds had often been assigned to younger and 
more inexperienced surgeons and that attempts at repair had 
been made in forward areas. It was soon recognized that the 
size of a wound had little to do with its seriousness, and 
that a small wound might prove to be more crippling and 
more difficult to handle than some other large wound. 

A policy was then laid down that hand wounds should 
have a sterile dressing and bandage applied in the forward 
area, and the patients then sent back through the battalion, 
collecting, and clearing stations. The initial débridement 
was done in an evacuation hospital with good operative 
technique including general anesthesia, pneumatic tourni- 
quet, good lights, masks, gloves, gowns, etc. The total ef- 
fort here was toward complete cleansing, minimal débride- 
ment as necessary, packing open of wounds, pressure 
dressing, and splinting in the position of function. The 
patient was then transported back to a general hospital. 

Definitive treatment was to be undertaken at the general 
hospital, usually four to seven days after injury. Here frac- 
tures were reduced and wounds secondarily closed, usually 
by suturing or by split skin grafting. The hands were 
splinted in the position of function and repair of tendons 
and nerves was not done until surface healing was com- 
plete, all tissues were soft, and the possibility of latent in- 
fection past. This secondary reconstruction was often done 
in hand centers in this country. 

Although military injuries were usually dirtier and often 
more severe than those seen in civilian life, many of the 
same principles were found to apply. These include the 
fact that the healing of deep structures can be no better 
than the surface coverage, and repair should not be under- 
taken until one can be assured of satisfactory coverage. In 
severe wounds, it is usually up to the plastic surgeon to 
furnish this coverage as the first step, and it is noteworthy 
that hand centers were established in hospitals having 
plastic centers, so that there could be close cooperation 
among plastic surgeons, orthopedic surgeons and neuro- 
surgeons. 

It was also demonstrated again that tendon and nerve 
sutures should not be done in receiving rooms, accident 
stations or other similar unsuitable areas, nor by surgeons 
with little experience in hand surgery. Hands are so im- 
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t to the patient’s subsequent livelihood that they 
should be repaired in completely equipped operating rooms 
by surgeons trained and experienced in this type of work. 

The book is not intended as a textbook on hand surgery, 
nor as a reference work for the physician or surgeon who 
may desire to do this type of work occasionally. In fact, a 
main theme is that these patients can be transported long 
distances for final definitive surgery, and that such surgery 
should best be done only by men who have considerable 
experience in this field. —Frank McDowELt, M.D. 


The Relief of Symptoms. By Walter Modell, M.D. Pp. 450. Price, 
$8.00. W. B. Saunders Co., Philadelphia, 1955. 


Tuts BooK needed to be written. It is a good reference 
source for any physician, and particularly for those physi- 
cians who understand the art of medicine. 

As the title implies, The Relief of Symptoms is an approach 
to therapy and diagnosis through the patient’s presenting 
complaint. The therapeutic methods are remarkably up to 
date. —L. E. Leicn, m.p. 


Pulmonary Carcinoma. Edited by Edgar Mayer, M.D. and Herbert 
C. Maier, M.D. Pp. 540. Price, $15.00. New York University 
Press, New York, 1956. 


THis BOOK represents a comprehensive review of the up-to- 
date knowledge of pulmonary carcinoma, dealing with the 
pathogenesis, diagnosis and treatment of this disease. The 
authors have recorded in condensed form everything 
known relating to the subject, which has been abstracted 
from a voluminous amount of material and covers every 
phase pertaining to it. 

The experimental work of the biologic aspects of pul- 
monary carcinoma is well reviewed, as well as the environ- 
mental and occupational factors, with substantial evidence 
in support of both. The chapter on pathology of carcinoma 
of the lung is excellent, with numerous plates of sections 
showing both primary and metastatic lesions, and chest 
films showing development of the lesions. 

The clinical discussion gives a comprehensive summary 
on methods of detection, including x-ray, clinical and cyto- 
logic approaches to the problem. Special stress is made 
that general practitioners and others interested in making 
an early diagnosis must develop a “high index of sus- 
picion.” There is excellent correlation dealing with the 
incipient, early phase, and advanced stage of the disease. 
The book provides background information regarding the 
major aspects of pulmonary function and methods now 
used for assessment of their efficiency. Indications and 
contraindications for surgery, and the use of radiotherapy, 
radioisotopes and chemotherapy are covered concisely. 
The final chapters discuss benign tumors of the lung, 
benign and malignant tumors of the trachea and tumors 
of the pleura, to clarify the differential diagnostic features 
in carcinoma of the lung. 

At the end of the book, brief case histories and man- 
agement of cases are cited, along with pitfalls in diagnosis 
and lessons learned in their handling. 

; I believe this is a good book for the general practitioner’s 
library. —H. E. Dru, m.v. 
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In the land of the lotus... 
sleep lingers the night 


Lotusate 


brand of talbutal 


NEW HYPNOTIC-SEDATIVE 


different in + color 
* size 
+ shape 


so the patient won't guess 


The way Lotusate works will gratify you. 
It brings sleep in 15 to 30 minutes. 

Its action holds for 6 to 8 hours. 

The patient has a good night and, what 
is just as important, a good morning. 


Hypnotic: 


1 Caplet 15 
to 30 minutes 
before retiring 


Bottles of 100 Caplets.® 


Sedative doses: 

pink Caplet, 50 mg. (% grain) or 
yellow Caplet, 30 mg. (14 grain) 
2 or 3 times a day. 


Lotusate (brand of talbutal), 
trademark reg. U.S. Pat. Off. 
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Clinical Electrocardiography. Part I. The Arrhythmias. By Louis N. 


“| thought | was 
getting too old 
for high heels— 
low heels 

didn’t help. 

My leg hurt down 
to the ankle.” 


Katz, M.D. and Alfred Pick, M.D. Pp. 737. Price, $17.50. 

Lea & Febiger, Philadelphia, 1956. 

THIs BOOK is a monumental assembly of information about 
cardiac arrhythmias. It contains an atlas of nearly 400 
electrocardiograms, among which will be found a sample of 
practically any abnormal rhythm a physician is likely to 
encounter. Each tracing is accompanied by a laboriously 
detailed legend. 

The approach in the description of each individual ab- 
normal rhythm is through an understanding of its physi- 
ologic basis. “Mechanisms” for arrhythmias are still, in 
many instances, controversial. Drs. Katz and Pick are quite 
frank in pointing out that some of their views are not in 
agreement with those of other authorities in the field of 
electrocardiography. For example, their hypothesis that 
auricular fibrillation and flutter are due to the continuous 
splitting of an impulse, with its offshoots penetrating in all 
directions throughout the atrium—‘multiple re-entries”— 
is merely one of several proposed mechanisms. In the chap- 
ter concerned with these arrhythmias, the theory of mul- 
tiple re-entries is discussed in the light of other hypotheses 
that have found acceptance. 

Rather detailed accounts of therapy are found i in the sec- 
tions on each specific arrhythmia requiring active treat- 
ment. Drug actions are discussed admirably. Very minor 
objections include frequent duplication of citations in the 
bibliographies accompanying each chapter; and the ex- 


“That's funny. 
I'm on my 
feet all day 
but it was 
my arms that 
bothere: me.” 


tremely broad electrocardiographic tracing noted in inany 
of the illustrations. (The tracings are reproduced with 
unusual clarity. However, at times the thick tracing o'lers a 
minor obstacle to comparison with .electrocardio:rams 
made with the narrow stylus found on most modern re. 
corders.) The physical characteristics of the book are 
splendid—comfortable large print on heavy paper in a 
sturdy binding. 

The encyclopedic character of this book lends itse!f only 
to the reading of the physician with a special interest in 
heart disease. It is a valuable text for the student of elec- 
trocardiography, especially if he begins at the beginning, 
and progresses from the study of the simple to the more 
complex arrhythmias in each chapter. For the internist or 
cardiologist, it is a practical addition to his reference 
library. —Joun C. Ross, 


Advances in Pediatrics. Vol. 8. Edited by S. Z. Levine, M.D. Pp. 273. 
Price, $8.00. The Year Book Publishers, Inc., Chicago, 1956. 
THIs BOOK concerns itself with a few of the problems of 
pediatrics where the editor feels that some advance in 

recognition and treatment has been made. 

There are seven major subjects under consideration. 
Among them are the etiology of infantile diarrhea, iso- 
sexual precocity in boys, sarcoidosis in childhood, off- 
spring of diabetic and prediabetic mothers, subdural 
lesions in childhood, prevention of accidents in childhood, 
and mental deficiency. 


“My back 
was so tight 
couldn't 
even get on 
and off 
the bus; now | can 

climb stairs.” 


"| hope 

he helps 
my knee 
that quick.” 
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There are a few photographs, charts and illustrations 
throughout the book. Actual case histories are used in the 
text and series of patients discussed. 

This reviewer does not believe this book is one the aver- 
age doctor would want to purchase, since its practical 
aspects are few. For instance, a summary of the discussion 
on sarcoidosis states that “of 3,000 cases reported, 104 
occurred in children from birth through the age of 15 
years,” plus an additional nine cases belonging to the 
author. As far as therapy is concerned, there is nothing 
that does very much good although the author feels that 
ACTH or cortisone is justified in selected cases. In the dis- 
cussion of diabetic or prediabetic mothers and their off- 
spring, the fact is again reiterated that fetal deaths here are 
still mostly unexplained. Also there is nothing that seems 
to reduce fetal mortality, including cesarean section, other 
than careful supervision of the diabetes. 

—ARTHUR N. Jay, M.D. 


The Diagnosis and Management of Urological Cases. By Bruce W. T. 
Pender, M.D. and James O. Robinson, M.D. Pp. 170. Price, 
$5.00. Williams ¢> Wilkins Co., Baltimore, 1955. 

THIS RATHER COMPLETE REVIEW of modern urologic theory 

and practice possesses the unusual attribute of brevity 

combined with a lucid style for pleasurable reading. The 
subject is presented in an orderly fashion with a moderate 
number of illustrations. 

Therapy is covered in a fundamental manner, but speci- 


“| don’t know 
"You try about bathtubs, 
to scrub the but two days 
bathtub with your ago | couldn't 


back aching reach a 
morning shelf higher 
till night!” than that.” 


ficity is probably purposely avoided because of imprac- 
ticability, due to constant change in this field. The appen- 
dix presents some useful therapeutic hints. On the other 
hand, it seems unfortunate that such an important topic as 
renal function studies, their indications and procedure, is 
all too hurriedly discussed. 

This little volume was obviously designed for the busy 
physician who is in search of a comprehensive but brief 
outline of modern urologic practices. It can be recom- 
mended as a delightful informative reading and basic 
reference. —Robpert Licn, JR., M.D. 


Cardiology Notebook. By Alfred P. Fishman, M.D., et al. Pp. 95. 
Price, $2.50. Grune ¢ Stratton, Inc., New York City, 1955. 


THIS ATTRACTIVELY BOUND BOOK is well arranged, with a 
great deal of factual information contained in its four sec- 
tions on cardiac fluoroscopy and x-ray, electrocardio- 
graphy, hemodynamics and nomenclature for cardiac diag- 
nosis. All information is well diagrammed and illustrated. 
It might be well, if further editions of this work are con- 
templated, to include, where pertinent, a brief description 
of the type of murmur involved with each pathologic defect 
or valve condition. This addition would augment the book’s 
value to generalists and students. However, as the book 
now stands, its condensation and classification of knowl- 
edge should prove of great value to the internist, to the 
student, and to the general practitioner who has special 
interest in cardiac disease. —RussE.t F. FENTON, M.D. 
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A Course in Practical Therapeutics. By Martin E. Rehfuss, M.D. and 
Alison H. Price, M.D. Pp. 972. Price, $15.00. Williams & 
Wilkins Co., Baltimore, 1956. 

Two previous EpiTions have established the popularity of 

this work, and any volume which even partially fulfills the 

promise of such a title can hardly fail to be a success. The 

authors, together with 22 collaborators, have produced a 

book, the essential purpose of which is “‘to bring to the 

student and the practitioner, in the simplest form, the 
modern treatment of disease.” 

This volume is nicely printed and bound, and is replete 
with diagrams, tables and anatomic charts which help to 
simplify the presentation and make it more vivid. The text 
is divided into four sections. 

The first section concerns general therapeutics, and 
appears to be primarily directed toward students and 
junior house officers. 

The second section is on symptomatic therapy, but 
one is inclined to wonder just what the authors consider 
as symptoms, for they include such diverse topics as the 
following: acidosis, anorexia, backache, coma, cough, my- 
asthenia gravis and shock. 

In the third section, dealing with the treatment of spe- 
cific disorders, a more or less classical grouping of disease 
states is followed. 

A fourth section on special treatment includes such dis- 
parate topics as antibiotics, steroid therapy, ocular thera- 
peutics, nasal therapeutics, psychotherapy, industrial 
therapeutics, body water and electrolytes, rehabilitation, 
occupational therapy, etc. 

Simplicity is the keynote in all four sections, and textual 
material is presented in outline form for the utmost in 
brevity and clarity. As noted before, charts, tables and 
diagrams supplement the text. This type of presentation 
cannot fail to be of value to busy physicians and to students 
as an aid in organizing their thoughts and as a quick review, 
but it also has inherent pitfalls for such a treatment must 
necessarily be dogmatic and limited in scope. There is no 
room for discussion of the rationale of most of the drug 
therapy listed, and controversial topics must be touched on 
very simply. 

One has learned not to expect books to be up to date, so 
that it is no surprise, in spite of its 1956 copyright date, to 
find that the present volume is no exception. One might 
reasonably expect, however, for the authors of a book in- 
tended for medical students and practitioners to be more 
critical in the selection of drugs, as quite a number of them 
are either outdated, questionable, dangerous or controver- 
sial. This type of material should be omitted unless space is 
available for adequate discussion of the values and short- 
comings of the drugs in question. The omission of unim- 
portant material could either decrease the size of the 
volume (and it is quite large) or make space for a more 
nearly adequate presentation of the best therapeutic pro- 
cedures available at the present date. 

A general practitioner who is in search of a modern, 
ready reference on therapeutics will want to include this 
book among the ones he inspects before arriving at his 
final choice. —Jesse D. Risin, M.D. 
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Rx Information 


Kolantyl 


Gel and Tablets 


Action: 

Bentyl* content affords spas- 
molysis and parasympathetic- 
depressant actions without the 
side effects of atropine. 


Rapid, Prolonged Antacid Relief 
... Balanced antacids — no lax- 
ation — no constipation 


Proven Demulcent Action... 
Helps protect normal cells, en- 
courages cellular repair 


Anti-enzyme Action... Necrotic 
pepsin and lysozyme action 
checked 


Composition: 
Each 10 cc. of KOLANTYL Gel or 
each KOLANTYL tablet contains: 
Bentyl Hydrochloride. ....5 mg. 


Aluminum 
Hydroxide Gel .......400 mg. 


Magnesium Oxide ......200 mg. 
Sodium Lauryl Sulfate. ..25 mg. 
Methylcellulose ........100 mg. 


Dosage: 

Gel — 2 to 4 teaspoonfuls every 
three hours, or as needed. Tab- 
lets—2 tablets (chewed for 
more rapid action) every three 
hours, or as needed. 


Supplied: 
Gel — 12 oz. bottles. Tablets — 
bottles of 100 and 1,000. 

3. Johnston, R.L.: J. Indiana St. M.A. 46:869, 


1953. 2. McHardy, G., and Browne, 0.: Southern 
M. J. 45:1139, 1952. 
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“Mediatric” will help make the “senior” years 
more pleasant and enjoyable. 


“Mediatric” is specially formulated to counteract the adverse influence of declining gonadal 
function, nutritional inadequacy and emotional instability. 


“Mediatric” contains estrogen and androgen in amounts that will effectively supplement 
reduced gonadal hormone production; nutritional supplements carefully selected to meet 
the needs of the patient; and a mild antidepressant to promote a brighter mental outlook. 
Available in tablets, capsules, and liquid. 


“MEDIATRIC;’ 


Stéroid-Nutritional Compound 


IN PREVENTIVE GERIATRICS 


Ayerst Laboratories * New York, N. Y. * Montreal, Canada 
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AN ACADEMY OFFICER’S PROFILE... 


Floyd C. Bratt, M.D. 


Director Bratt, Leader in Rochester, N. Y. 


Jusr Back from a European trip, Dr. Floyd C. Bratt, 
Rochester, N. Y., is again in the endless stream of 
medical activities that have brought him distinction 
in local, state and national medical organizations. 
The latest and chief honor to come to Dr. Bratt is 
that of becoming a member of the Board of Directors 
of the American Academy of General Practice. He was 
elected during the Assembly last March in Washington, 
D. C. His term will expire in 1959. 

In addition to his duties as a director, Dr. Bratt also 
is chairman of the Academy’s Commission on Legisla- 
tion and Public Policy. 

Upon joining the Academy in 1948, Dr. Bratt be- 
came a stalwart in Academy affairs. He has served as 
both secretary and president of the Rochester chapter. 
Statewide, he was chairman of the second annual scien- 
tific meeting of the New York chapter and has served 
as NYSAGP president. He has also been on various 
state committees and commissions. 

For five years Dr. Bratt represented New York in 
the Congress of Delegates, spending innumerable 
hours on reference committees, especially the Com- 
mittee on Hospitals and the Committee on Reports of 
Officers and Committees. Dr. Bratt takes pride in the 
fact that both he and Mrs. Bratt have attended all the 
Empire State meetings and the annual Assemblies of 
the Academy. 

For three years he was a member of the Academy’s 
Commission on Hospitals and served on the special 
AAGP committee to study its relationship with pharma- 
ceutical companies. 

A native New York stater, Dr. Bratt, the son of 
Clarence A. and Agnes R. (Eshelman) Bratt, was born 
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November 19, 1903 in Clarence Center. He has a 
brother, Murray A. Bratt, who is also a physician in 
Rochester. A sister, Thelma E. Bratt, is a librarian in 
Buffalo. 

Dr. Bratt received his B.S. degree from Denison 
University, Granville, Ohio in 1924 and went on to the 
University of Buffalo where he obtained his M.D. four 
years later. He is a member of Nu Sigma Nu fraternity. 
During 1928-29 he served his internship at Buffalo 
City Hospital. 

Following his internship Dr. Bratt married the 
former Miss Arline Swift Downey on October 12, 1929. 
They have one daughter, Marilyn Fay Bratt, who was 
graduated in June from Smith College, Northampton, 
Mass. The family’s trip to Europe was Dr. and Mrs. 
Bratt’s graduation gift to her. 

A member of the Highland Hospital staff of Roch- 
ester since 1931, Dr. Bratt holds membership in the 
World Medical Association, American Medical Associ- 
ation, Medical Society of the State of New York, Mon- 
roe County Medical Society, Rochester Academy of 
Medicine and Rochester Pathological Society. 

He is a past member of the Comitia Minora of the 
Monroe County society. Always to be counted on for 
local medical committee: posts, Dr. Bratt is now on 
the Speaker Bureau Panel for lay cancer talks. 

Dr. Bratt has been particularly active in the 
interest of general practice in MSSNY, serving as 
chairman of the subcommittee on General Practice of 
the Council Committee on Public Health and Educa- 
tion since 1950. He has also served as secretary and 
chairman of the state’s General Practice Section. In 
1954, Director Bratt was a delegate to the MSSNY 
annual meeting. 

Besides tending a busy practice and keeping up with 
numerous medical affiliations, Dr. Bratt has somehow 
found time to take a leading role in civic and com- 
munity activities. He is a past president of the 
Rochester Kiwanis Club and is a past lieutenant gover- 
nor of the New York State District of Kiwanis Interna- 
tional. 

He is a member of the Shrine and the Rochester 
Consistory and is active in the Asbury Methodist 
Church, serving as a trustee and chairman of its com- 
mission on education. He is also a trustee of the 
Genesee Conference Methodist Church. 

In addition, his community service includes mem- 
bership in the advisory board of the Monroe County 
Salk Vaccine Program and he is a delegate to the medi- 
cal conference of the Rochester Regional Hospital 
Council. 

Director Bratt’s social interests center in the Roches- 
ter Club and Monroe Golf Club. Photography holds 
first place in the hobby line. 
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TWO WELL-KNOWN MEMBERS of the American Academy 
of General Practice have been named by the Defense 
Department to a top-level advisory committee which 
through the new law covering Military Dependents’ 
Medical Care will see that medical care is provided for 
dependents of all servicemen. 

Dr. Frank Berry, Assistant Secretary of Defense for 
Health and Medical Affairs, has announced the ap- 
pointment of Dr. Malcom E. Phelps, El Reno, Okla., 
president-elect of the Academy, and Dr. Francis T. 
Hodges, San Francisco, Calif., chairman of the 
Academy’s Committee on Voluntary Prepaid Medical 
Care. These representatives were nominated by the 
Executive Committee at the request of the Department 
of Defense. 

Drs. Phelps and Hodges will serve along with 
representatives from the American Medical Associa- 
tion, American Hospital Association, American Col- 
lege of Surgeons and American College of Physicians, 
as well as with representatives of nonprofit and com- 
mercial insurance and health plans. All members of 
this advisory council will serve without compensation, 
but their travel expenses to Washington for occasional 
meetings will be defrayed by the government. 

Both Dr. Hodges and Dr. Phelps attended the 
AMA’s conference on this newly appointed Depart- 
ment of Defense Advisory Committee July 28-29 in 
Chicago. Academy Board Chairman Fount Richardson 
and a number of other Academy members were on hand 
for the meeting as was the entire Department of De- 
fense Task Force that is working on this project. 

It was concluded at the Chicago meeting that the 
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Defense Department Names Phelps and Hodges to Top Advisory Council 


Military Dependents’ Medical Care Act 
Provides for All Servicemen’s Dependents 


News 


AMA will continue to act as liaison between doctors 
and the Department of Defense. The military depend- 
ents’ medical care program will go into effect December 
8. Each state will select its own fiscal agent. Fees will 
be set in each state by the state societies. There will be 
no attempt to set fee scales on a national level. In case 
of conflict after the fees are charged, they will be ar- 
bitrated by a board of physicians of the area—a kind of 
grievance committee. The fees that are charged will be 
the complete fee. 

The new law, introduced as HR 9429, gives, for the 
first time, statutory authority to the government to 
provide medical care for dependents of all servicemen. 
It is one of the measures being relied on to induce 


- servicemen to make a career of military service. 


Dr. Malcom E. Phelps Dr. Francis T. Hodges 

Academy’s President-elect Academy’s Insurance Committee 
Phelps to top level national chairman to advise on service- 
advisory committee. men’s dependents’ medical care. 
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three-fold action against anxiety, 
stress and tension states with 


NEURO-CENTRINE 


adds emotional 
to visceral tranquility 


More than an antispasmodic is needed for re- 
lief of spastic conditions of the gastrointestinal 
tract, associated with underlying anxiety, stress 
and tension. 
NEURO-CENTRINE has a three-fold action 
against anxiety, stress and tension states. It 
combines: 
1. Phenobarbital (15.0 mg.)—a tested sedative. 
2. CENTRINE ® (0.25 mg.)—an antispasmodic and 
anticholinergic with central action; atropine- 
like in action with minimal side effects. 
3. Reserpine (0.05 mg.)—a well-known tran- 
quilizer. 


NEURO-CENTRINE is also recommended for the 
relief of symptoms associated with functional 
disorders of the gastrointestinal and cardio- 
vascular system. 


Descriptive literature on request. 


LABORATORIES INC. 
SYRACUSE, NEW YoRK 
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Mr. Charles E. Wilson, Secretary of Defense, warmly 
expressed his approval of the new law, which will 
provide medical care for the 40 per cent of military 
dependents who are now deprived of it. 

Under present conditions, free medical and hospital 
care is provided for dependents of servicemen only 
where facilities are available for them at military 
installations. 

President Eisenhower, who signed the bill June 7, 
earmarked $76 million in the budget for the fiscal 
year 1957, which began July 1, to meet the cost of the 
program. 

The new law authorizes the Defense Department 
to contract for health and medical insurance plans 
that will enable the dependents to obtain care from 
civilian doctors and hospitals if military facilities are 
not available. It will be the advisory committee’s job to 
help choose a workable method of contracting for 
private medical and hospital care. 

Up to now medical care has been available for only 
66 per cent of the 3,000,000 dependents of servicemen. 
Despite the enlarged program, it is Congress’ inten- 
tion that the new act not be used as a reason for reduc- 
ing or expanding present military medical facilities. 

Key provisions of the new law are: 

All dependents may be treated in military facilities 
“subject to availability of space, facilities, and capa- 
bilities of staff,” with the medical officer in charge 
making the conclusive determination as to whether 
the particular facility is able to handle the particular 
dependent. 

Only spouses and children of active duty personnel 
are eligible for medical care from private physicians 
and in private facilities “under such insurance medical 
service or health plan or plans” as the Secretary of 
Defense may contract for, after consulting the Secre- 
tary of Health, Education and Welfare. 

Freedom of choice for spouses and children between 
military and private facilities is restricted by the fol- 
lowing provision: The Secretary of Defense may limit 
or prohibit the use of private facilities in any area 
where in his opinion military facilities are adequate 
care for the service families. 

Other beneficiaries, all restricted to care in military 
facilities on a “space available” basis, include parents 
and parents-in-law residing in the home of the service 
member and for whom he pays at least half the sup- 
port, retired members and dependents and dependents 
of persons who died while on active duty or retired. 

While in military facilities, dependents will pay 
subsistence and in-hospital charges (currently totaling 
$1.75 per day) as a restraint on excessive demands; 
“uniform, minimal” charges may be made for outpa- 
tient care in military facilities. In private facilities, the 
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charges will be at the same rate or the first $25, which- 
ever is the larger. All other medical care will be met 
by the federal government, through absorption of 
charges in military facilities and payment for in- 
surance or other costs in private facilities. 

The Secretary of Defense is to administer for 
Army, Navy, Air Force and Marine Corps and Coast 
Guard when it is a part of the Navy. HEW Secretary 
will administer for Coast and Geodetic Survey and 
Public Health Service, and the Coast Guard when it 
is not a part of the Navy. 

The following are the specific provisions included 
in both the military medical facilities and the private 
care program: 

Military Medical Facilities Will Provide: 

1. Diagnosis, treatment of acute medical and surgi- 
cal conditions, treatment of “contagious diseases,” 
immunization and maternity and infant care. 

2. Hospitalization for nervous and mental disorders, 
chronic diseases or elective medical and surgical treat- 
ments but only in “special and unusual cases” and for 
not more than 12 months. This would be provided at 
the discretion of the Secretary of Defense. 

Military Facilities Will Not Provide: 

1. Domiciliary care. 

2. Prosthetic devices, hearing aids, orthopedic foot- 
wear and spectacles, ambulance service (except in 
acute emergency), home calls (except in special cases 
where medically necessary) or dental care. 

Exceptions: Dental care authorized as necessary 
adjunct to medical or surgical treatment or to relieve 
pain and suffering but not to include any permanent 
restorative work or dental prosthesis. Also, outside the 
U.S. and at remote stations in the U.S. where private 
facilities are not available, dependents eligible for den- 
tal care and—at cost—prosthetic devices, hearing aids, 
orthopedic footwear and spectacles. 

The Private Care Program Will Provide: 

1. Hospitalization in semiprivate accommodations 
up to one year for each admission, including all neces- 
sary services and supplies furnished by hospital. 

2. Medical and surgical care incident to hospitaliza- 
tion. 

3. Complete obstetrical and maternity service, in- 
cluding prenatal and postnatal care. 

4. Physician or surgeon’s services prior to and fol- 
lowing hospitalization for bodily injury or surgery. 

5. Diagnostic tests and procedures, including labora- 
tory and x-ray examinations accomplished or recom- 
mended by the physician incident to hospitalization. 

Note: Also included under private care may be 
surgery in a physician’s office, x-rays or laboratory 
tests outside the hospitals, but not “what is normally 
conceived to be outpatient care.” ‘Reasonable” 
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to improve protein nutrition 


(Critically essential L-lysine with therapeutic amounts of all essential vitamins) 


Major surgery inevitably leads to an acceler- 
ated breakdown and loss of body protein. In 
severe cases this may amount to between two 
and three pounds a day.” 


Unless these losses are balanced by an ade- 
quate supply of high-quality proteins before and 
after surgery, convalescence is prolonged and 
wound healing is delayed.’ 


All too often, however, pre- and postoperative 
patients are unwilling or unable to eat enough 
high-quality protein to satisfy their need for 
increased amounts of essential amino acids in 
the right proportions. Instead, the “soft” diet 
they select is largely made up of vitamin-poor 
foods and cereal proteins, relatively deficient 
in the essential amino acid, L-lysine. 


When you prescribe Cerofort Tablets for your 


first with lysine 
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before and after surgery 


tablets 


surgical patients, you supply them with physio- 
logical amounts of L-lysine and therapeutic 
amounts of all essential vitamins. L-lysine 
raises the biological value of cereal proteins to 
that of high-quality animal proteins; the vita- 
mins play vital accessory roles in protein syn- 
thesis and wound healing. 


Also available: 
Cerofort’ elixir 


(L-lysine with essential B vitamins) 
TO POTENTIATE PROTEIN SYNTHESIS 


a inthe elderly a the convalescent 
w the adolescent a the growing child 


References: 1. Elman, R., and Cannon, P. R.: in Clinical 
Nutrition, Jolliffe, N., et al., eds., New York, Paul B. Hoeber, 
Inc., 1950, p. 183. 2. Pollack, H., and Halpern, S. L.: Ther- 
apeutic Nutrition, Washington, D. C., National Academy of 
Sciences, National Research Council, Publication 234, 1952. 


WHITE LABORATORIES, INC., Kenilworth, N. J. 
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limitations, additions, exclusions and definitions could 
be authorized by the Secretary of Defense. Scope of 
private care may not exceed that furnished in military 
facilities. If hospitalization is required beyond one 
year, patients may be transferred to military facilities, 
or the government will assume cost in private facility. 

PL 569 likewise defines military dependents who are 
entitled to medical care. 

The term ‘dependent’ means any person who bears 
to a member or retired member of a uniformed service, 
or to a person who died while a member or retired 
member of a uniformed service, any of the following 
relationships: 

(a) the lawful wife; 

(b) the unremarried widow; 

(c) the lawful husband, if he is in fact dependent 
on the member or retired member for over one-half 
of his support; 

(d) the unremarried widower, if he was in fact 
dependent upon the member or retired member at the 
time of her death for over one-half of his support 
because of a mental or physical incapacity ; 

(e) an unmarried legitimate child (including an 


adopted child or stepchild), if such child ae not 
passed his twenty-first birthday ; 

(f) a parent or parent-in-law, if the said rem or 
parent-in-law is, or was at the time of the member’s 
or retired member’s death, in fact dependent on the 
said member or retired member for over one-half of 
his support and is, or was at the time of the member’s 
or retired member’s death, actually residing in the 
household of the said member or retired member; or 

(g) an unmarried legitimate child (including an 
adopted child or stepchild) who has passed his twenty- 
first birthday, if the child is incapable of self-support 
because of a mental or physical incapacity that existed 
prior to his reaching the age of 21 and is, or was at the 
time of the member’s or retired member’s death, in 
fact dependent on him for over one-half of his support, 
or has not passed his twenty-third birthday and is 
enrolled in a full-time course of study in an institution 
of higher learning as approved by the Secretary of 
Defense or the Secretary of Health, Education, and 
Welfare and is, or was at the time of the member’s or 
the retired member’s death, in fact dependent on him 
for over one-haif of his support.” 


Trends and Events in the Nation’s Capital 


1956 Marks Big Inroads on Medicine 


In politico-medical annals, 1956 will go down as the 
year of Washington’s deepest penetration into the 
body medicine. At this writing, Congress had not yet 
reached adjournment but already its record on national 
health legislation towers far above that of any of its 
predecessors in terms of money appropriated, money 
authorized for future appropriation and substantive 
laws enacted. 

Its amendment of the social security laws, which 
calls for physical disability determinations for tens of 
thousands of Americans each year, is of practical sig- 
nificance to every practicing physician. The same is 
true, although the impact may not be so direct, with 
reference to the newly passed laws subsidizing labora- 
tory construction for medical research, inaugurating 
surveys of sickness throughout the country, increasing 
federal expenditures for support of research projects 
and giving official sanction to osteopathy as a healing 
art. 

It is noteworthy that these developments came in a 
Republican administration, with due credit for same to 
be claimed by President Eisenhower and his camp in 


GP eptember 1956 


the campaign weeks ahead. Except for disability in- 
surance payments to social security beneficiaries, prac- 
tically all of the health legislation passed by the 84th 
Congress was originally proposed by the White House 
or was supported by it. In the Roosevelt and Truman 
regimes, conservatives in and out of Congress felt that 
the height of audacity in medical care bills had been 
reached. Granted that nothing has been heard or said 
of national health insurance of the Murray-Wagner- 
Dingell type since Mr. Eisenhower entered the White 


Senator Harry F. Byrd (D-Va.) Senator Walter F. George (D- 
Sees new disability insurance Ga.) Denies bill will open way 
as socialistic threat. to sociaiized medicine. 
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anti-inflammatory.... bactericidal 


CORTISPORIN 


For infected, or potentially infected, inflammatory 
conditions of the eye (anterior segment), ear and skin 


VIRTUALLY NON-SENSITIZING 


CORTISPORIN’ OINTMENT 


Each Gm. contains: ‘Aerosporin’® Sulfate Polymyxin B Sulfate 5,000 Units; 
Bacitracin 400 Units; Neomycin Sulfate 5 mg.; 
Hydrocortisone (free alcohol) 10 mg. (1%). 


Available in applicator tip tubes of % oz. and % oz. 


CORTISPORIN’ DROPS 


Each ce. contains: ‘Aerosporin”™® Sulfate Polymyxin B Sulfate 10,000 Units; 
Neomycin Sulfate 5 mg.; Hydrocortisone (free alcohol) 10 mg. (1%). 


Available in sterile dropper bottles of 5 cc. 


bral BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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House, yet the growth of Washington’s role in finan- 
cing of health services has flourished more in the past 
three years than in the preceding two decades. 

In Congressional committee deliberations and floor 
debate, Senators and Representatives from time to time 
have questioned one another as to whether the bill then 
under consideration might not be an opening wedge to 
socialized medicine. On none of these occasions has 
there been a clear cut reply in the negative, yet this 
has not prevented passage or legislative advancement 
of the bill at hand. 

Senate floor debate July 17 on the social security 
amendments illustrated the point above. Senator Harry 
F. Byrd (Democrat, Virginia), leader of the fight to 
keep disability insurance payments at age 50 out of the 
law, emphasized its potency as a socialistic threat. 

Senator Walter F. George (Democrat, Georgia), 
asked point blank by a colleague if disability benefits 
would open the way to socialized medicine, replied 
emphatically in the negative. It is questionable whether 
he actually convinced many of his fellow Senators, yet 
the vote that followed was a victory for the controversial 
innovation. 

When a new Congress is convened next year, the 
question will be raised again in connection with bills— 
certain to be introduced—projecting the federal gov- 
ernment into the field of voluntary health insurance, 
calling for subsidization of medical schools and broad- 
ening of medical care benefits for government employees 
and others. It remains to be seen whether results will 
be any different. 


SBA's Loosely Knit Rules 


With unconcealed embarrassment, the government’s 
Small Business Administration is taking a new look at 
its recently announced program of extending loans to 
proprietary hospitals, nursing homes and diagnostic 
clinics. 

Late last June, SBA disclosed that those types of 
profit-making health services would be eligible for loan 
assistance for the first time. Rules were sent to field 
offices governing participation. Among them were: 

Hospitals and nursing homes were to be no larger 
than 50 and 30 beds, respectively; proprietors must 
be of good character and business integrity ; there must 
be a genuine community need for their institutions. 

But what SBA suddenly came to realize was that its 
definition of “diagnostic center” was not tight enough. 
Under its original set of loosely knit ground rules, it 
would have been conceivable that every private practi- 
tioner of medicine in the country would be eligible for 
a federal loan. Can not every doctor’s office be de- 
scribed as a “diagnostic center?” 
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So up to late July, a month after SBA’s decision to 
expand into the health services field, the agency was 
still redrafting criteria for loan aid. In the meantime, 
applications were being held in abeyance. 


To Probe Physician Supply 


Within the next few months, the Interstate and For- 
eign Commerce Committee of the House of Represen- 
tatives intends to conduct an investigation on the ade- 
quacy of this country’s supply of physicians and 
auxiliaries. 

The committee, which processes most of the national 
health bills introduced in the House and transmitted 
by the Senate, is convinced that there is a severe short- 
age of doctors, nurses and public health workers. By its 
proposed investigation, it hopes to ascertain how these 
shortages may be relieved. 

The committee feels,” said its formal report sent 
to the House, “that basic and comprehensive changes 
are needed in the programs designed to increase the 
supply of health personnel and health facilities and to 
improve the method by which health services are ren- 
dered, if services of high quality are to be available 
more generally to our people at a cost which they can 
afford to pay. 

**The committee is under no illusion that easy an- 
swers will be readily available to the questions with 
which it must deal in connection with shortages of 
health personnel and health facilities, and the costs 
and methods of providing health services. However, 
the committee believes that, by using the panel discus- 
sion method, it may be able to clarify the issues sufft- 
ciently so that appropriate legislation may be devel- 
oped.” 

The panel discussion method to which the report re- 
fers was used successfully by the committee last year, 
when experts on immunization testified on the safety 
and efficacy of the Salk poliomyelitis vaccine.—From 
GP’s Special Washington Correspondent 


Condensed Version of AMA Code of Ethics 
To Be Adopted at Clinical Session 


‘THE PROPOSED CONDENSATION of the American Medical 
Association’s Code of Ethics will be up for final adop- 
tion at the AMA’s clinical meeting November 27-30 
in Seattle, Wash. 

The wordage slash of almost 90 per cent would re- 
sult in a one-page document that could be hung on the 
wall of a doctor’s office. The present code of 48 sections 
is bound in a booklet. 
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For controlling cough 


ROMILAR IS AT LEAST AS EFFECTIVE AS CODEINE 


Milligram for milligram, 
Romilar is equal to codeine 
in specific 

antitussive effect 


ROMILAR 1S CLEARLY BETTER THAN CODEINE 


Non-narcotic, 
non-addicting— 

does not cause drowsiness, 
nausea, 

or constipation 


Hoffmann-La Roche Inc* Nutley*N. J. 


Romilar® Hydrobromide—brand of dextromethorphan hydrobromide 
Syrup, Tablets, Expectorant (w/NH,Cl) 
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There has been criticism of the code because of its 
wordiness and because it is entangled with such things 
as etiquette, morals, manners and economics. The new 
code would be confined entirely to ethical principles. 
The proposed code embodying but ten sections speci- 
fies : 

1. The prime objective of the medical profession is 
to render service to humanity with full respect for both 
the dignity of man and the rights of patients. Physi- 
cians must merit the confidence of those entrusted to 
their care, rendering to each a full measure of service 
and devotion. 

2. Physicians should strive to improve medical 
knowledge and skill, and should make available the 
benefits of their professional attainments. 

‘3. A physician should not base his practice on an 
exclusive dogma or a sectarian system, nor should he 
associate voluntarily with those who indulge in such 
practices. 

4. The medical profession must be safeguarded 
against members deficient in moral character and pro- 
fessional competence. Physicians should observe all 
laws, uphold the dignity and honor of the profession 
and accept its self-imposed disciplines. They should 
expose, without hesitation, illegal or unethical conduct 
of fellow members of the profession. 

5. Except in emergencies, a physician may choose 
whom he will serve. Having undertaken the care of a 
patient, the physician may not neglect him. Unless he 
has been discharged, he may discontinue his services 
only after having given adequate notice. He should not 
solicit patients. 

6. A physician should not dispose of his services 
under terms or conditions which will interfere with or 
impair the free and complete exercise of his indepen- 
dent medical judgment and skill or cause deterioration 
of the quality of medical care. 

7. In the practice of medicine a physician should 
limit the source of his professional income to medical 
services actually rendered by him to his patient. 

8. A physician should seek consultation in doubtful 
or.difficult cases, upon request or when it appears that 
the quality of medical service may be enhanced thereby. 

9. Confidences entrusted to physicians or defi- 
ciencies observed in the disposition or character of 
patients, during the course of medical attendance, 
should not be revealed except as required by law or un- 
less it becomes necessary in order to protect the health 
and welfare of the individual or the cummunity,. 

10. The responsibilities of the physician extend not 
only to the individual but also to society and demand 
his cooperation and participation in activities which 
have as their objective the improvement of the health 
and welfare of the individual and the community. 
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Representative Judd Asks Physicians 
To Discuss Politics with Patients 


ACADEMY MEMBER, Repre- 
sentative Walter H. Judd, a 
Republican from Minneso- 
ta, feels that fellow physi- 
cians would have a broader 
interest in politics if they 
discussed such matters, as 
well as medical topics, with 
their patients. 

Dr. Judd says many phy- 
sicians work such long 
hours and pay such close 
attention to their patients 
that “they won’t get into 
politics; they won’t discuss 
issues with their patients; 
they won’t even bother to 
vote; they just go ahead and work. They’re good in 
their profession. But what makes them good specialists 
sometimes makes them poor citizens.” 

Stressing his opinions in a recent issue of Medical 
Economics, Dr. Judd says he finds evidence for his views 
in the small amount of mail he receives from physicians 
on nonmedical issues. 

He said doctors seem to concentrate on their own 
interests more than most groups. For instance, he stated 
that legislators get less mail from doctors on general 
issues—international policies, farm policies, education, 
etc., than from practically any other group. 

Representative Judd says another distinctive feature 
of the medical profession is that they “pretty largely 
have the same point of view.” He believes this is because 
they have lived together through medical school, in the 
medical society and in the hospital staff rooms. Little 
by little they come to think alike. 

He feels it would be better if physicians talked more 
to their patients about politics. 


Dr. Walter H. Judd 


Representative Judd, Min- 
nesota Republican, thinks 
maybe his medical colleagues 
talk shop too much. 


Wives’ Earnings Provide Largest Average 
Amount of Medical Students’ Income 


THE LARGEST AVERAGE AMOUNT of medical students’ in- 
come comes from their wives’ earnings, Dr. Elmer Hess, 
immediate past president of the American Medical Asso- 
ciation, said recently in Chicago. 

Based on figures from the Association of American 
Medical Colleges, he said that the other important 
sources of students’ income in 1955-56 were vacation 
earnings, personal earnings of the student during the 
year, gifts from parents and the G.I. Bill. 
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for basic therapy in all hypertensives : 


prescribe the complex of Rauwolfia serpentina alkaloids 


.... because extracts containing a complex of 
Rauwolfia serpentina alkaloids produce less 
weakness, fatigue, sedation and mental depres- 
sion than single alkaloid preparations.’ 


Not just a single alkaloid 
Rautensin is not just a single alkaloid but a 
complex of hypotensive and tranquillizing al- 
kaloids freed from the inert material and the 
yohimbine-like alkaloids present in the whole 
root. Rautensin contains the following Rau- 
wolfia serpentina alkaloids: ajmalicine, ajma- 
line, rescinnamine, reserpiline, reserpine, 
reserpinine, sarpagin and serpentine, plus un- 
identified alkaloids. 


For basic therapy in all hypertensives 


Outstanding safety, smooth action, and low in- 
cidence of side effects make Rautensin a hypo- 


tensive, tranquillizing and bradycrotic agent of 
choice for basic therapy in all hypertensives.?4 
In the early labile type of hypertension Rauten- 
sin is frequently the only hypotensive medi- 
cation needed. In the more stubborn cases 
Rautensin is an excellent platform on which to 
build effective combination therapy, which usu- 
ally permits a lower dosage of other hypoten- 
sive agents. Result: less side effects. 


Each Rautensin tablet contains 2 mg. of 
purified Rauwolfia serpentina alkaloids (alser- 
oxylon fraction). 


Dosage: For the first 20 to 30 days 2 tablets 
(4 mg.) once daily before retiring; thereafter 
1 tablet (2 mg.) daily usually suffices. 


1. Moyer, J. H.; Dennis, E., and Ford, R.: A.M.A. Arch. 
Int. Med. 96:530 (Oct.) 1955. 


2. Wilkins, R. W.: J. Chronic Dis. 1:563 (May) 1955. 
3. Moyer, J. H.: Texas J. Med. 51:693 (Oct.) 1955. 


RAUTENSIN* 


a complex of Rauwolfia serpentina alkaloids 
for basic therapy in ali hypertensives 


Smith-Dorsey « Lincoln, Nebraska e a division of The Wander Company 
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While Dr. Hess said he didn’t want to encourage 
students to take on the added responsibility of a family, 
he did state that 18 per cent of the students reported 
that their wives’ earnings, averaging $2,500, was their 
largest source of income. 

Dr. Franklin D. Murphy, chancellor of the University 
of Kansas and former dean of its medical school, ob- 
served the same trend at the KU Medical Center in 
Kansas City, Kas. He said he felt the best scholarship 
that a medical student could have is a hard working 
wife. 

AMA’s Dr. Hess also pointed out to boys and girls 
who would like to attend medical school that a majority 
of the medical schools themselves offer some sort of 
financial aid. Seventy-two of the country’s 81 approved 
medical schools permit freshmen to work, and 78 allow 
upperclassmen to hold jobs. Forty-three schools offer 
scholarships and 59 offer loans to freshmen. Twenty 
schools give cash prizes, 72 offer scholarships and 81 
offer loans to upperclassmen. 

Last year the largest group of medical students (33 
per cent) came from families in which the father was a 
laborer or in the lower levels of business. Only 10 per 
cent were children of physicians, while 25 per cent 
were children of executives or men in managerial posi- 
tions and 16 per cent in professions other than medi- 
cine. The fathers of 16 per cent were deceased, retired, 
unemployed or their occupations not indicated. 

Ten per cent of the students reported that vacation 
earnings represented the largest source of income, while 
40 per cent reported it to be gifts or loans, averaging 
$1,000 a year, from their parents. Seventy-nine per cent 
had no more than three sources from which they ob- 
tained money and only 11 per cent said their parents 
were their sole source of income. 


Study Shows Insured Families Have Higher 
Health Service Charges Than Noninsured 


A SCIENTIFIC STUDY shows that insured families are ad- 
mitted to hospitals more often, are more likely to under- 
go surgery, and in turn incur higher total charges for 
personal health services than do families without insur- 
ance. Dr. Odin W. Anderson, research director of 
Health Information Foundation, based his survey on 
interviews conducted in the homes of a scientifically 
selected sample of U.S. families. 

Dr. Anderson reports that what was not anticipated, 
however, was that insured families were more likely to 
utilize and incur higher charges for uninsured services, 
such as medicine and dental care, than were uninsured 
families. 

The average family with insurance incurred annual 
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bills totaling $237 for all personal health services, while 
the average family without insurance incurred charges 
of $154. 

Highlights of the study were presented in a recent 
issue of Hospitals, journal of the American Hospital 
Association. 

The statistics show that the average individual in this 
country spends $65 and the average family $207 for 
personal health services each year. 

According to Dr. Anderson, “The provision of per- 
sonal health services is one of the largest enterprises in 
the United States, totaling annually over $10 billion for 
private care.” He observed that $3.8 billion are paid to 
physicians, $2 billion to hospitals and $1.6 billion to 
dentists. 

He also revealed that approximately 8 per cent of the 
families interviewed incurred no charges for any per- 
sonal health services during a year, while over 10 per 
cent incurred charges of $500 or more for all services. 

The article also stated that ‘as great a percentage of 
families incur charges in excess of $200 for ‘other’ 
physicians’ services, i.e., nonsurgical and nonobstetri- 
cal, as for hospital care.” 

The average annual hospital utilization was 90 days 
per 100 persons—70 for men and 100 for women. The 
figures rose sharply to 150 days for persons over 55 
years of age. Dr. Anderson noted that although the 
average length of hospital stay was 7.4 days, the figures 
increased by age group. For maternity patients, the 
average stay was 4.7 days. 

According to the report, “For the population as a 
whole, the number of surgical procedures per 100 per- 
sons was 7.6 for males and 8 for females. The rate of 
surgical procedures was 9 per 100 persons covered 
by health insurance and 5 for uninsured persons. 


AAGP Education Commission Reviews Courses 
And Scientific Meetings for Study Credit 


Five NATIONAL and large regional scientific meetings 
qualified for Category I postgraduate study after being 
reviewed and acted upon by the Academy’s Commission 
on Education during its June 15-16 meeting in Chicago. 

They are the national and major regional scientific 
meetings of the American Academy of General Practice, 
the Invitational Scientific Congress of the AAGP, New 
England Postgraduate Assembly, programs of the Gen- 
eral Practice Section of the AMA and Southern Pediat- 
ric Seminar. 

State and local meetings and other programs are 
classified by the regional advisor for the particular area. 

All state and local scientific programs which meet 
the requirements for sponsorship by the AAGP or its 
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Parenteral-like androgen effect without injection 


Patients with diminished androgenic activity improve 
satisfactorily on parenteral androgen therapy — but may 

feel “tied” to your hypodermic needle. 

Fully as good results can be obtained with Metandren Linguets... 
for they are promptly absorbed buccally or sublingually 

into the systemic circulation, thus by-passing early inactivation 
in the liver and in the digestive tract. Twice as potent as 

orally ingested methyltestosterone, Metandren Linguets provide 
an effective, economical and convenient form of androgen therapy. 
Metandren® (methyltestosterone U.S.P. CIBA) Linguets® (tablets for mucosal 
absorption CIBA), 5 mg. (white, scored) and 10 mg. (yellow, scored). 


CIBA 


SUMMIT, N. J- 
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constituent chapters, and are approved by the regional 
advisor for the Commission on Education are likewise 
granted Category I credit. 

Also earning Category I credit are all medical school 
courses and recognized postgraduate school courses, 
including correspondence and home study courses con- 
ducted by recognized medical schools. The following 
three schools are known to be conducting or planning 
correspondence or home study courses: 

University of Kansas Medical Center 

University of California School of Medicine 

College of Medical Evangelists 

Qualifying for Category II credit are the scientific 
meetings of the following organizations: 

American Academy of Allergy 

American Academy of Neurology 

Amerwan Academy of Ophthalmology and 

Otolaryngology 

American Cancer Society 

American College of Allergists 

American College of Chest Physicians 

American College of Gastroenterology 

American College of Obstetricians and Gynecologists 

American College of Physicians 

American College of Surgeons 

American Committee on Maternal Welfare, Inc. 

American Congress of Physical Medicine 

American Diabetes Association 

Amerwan Heart Association 

American Medical Association 

Amerwan Society of Anesthesiologists 

American Trudeau Society 

American Urological Association 

Association of Military Surgeons of the U. S. 

The Endocrine Society 

Gulf Coast Clinical Society 

Industrial Medical Association 

International Academy of Proctology 

International Medical Assembly of Interstate Post- 

graduate Medical Association of North America 

International College of Surgeons 

Kansas City Southwest Clinical Society 

Mississippi Valley Medical Society 

National Gastroenterological Association 

National Medical Association 

Northern Tri-State Postgraduate Medical Assembly 

Rocky Mountain Medical Conference 

Southeastern Allergy Association 

Southeastern Surgical Congress 

Southern Medical Association 

Southwestern Medical Association 

Tni-State Obstetrical Seminar 

U. S. Public Health Services 

World Medical Association 
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The commission further reminds physicians that all 
other scientific programs are classified through the 
regional advisor for the particular area involved. 


Membership Commission Promotes Assists 
For Academy's Recruiting Program 


IN REVIEWING the Academy’s membership recruiting 
program during a June meeting of the Commission on 
Membership and Credentials in Chicago, the decision 
was made to send AAGP exhibits to several meetings 
of national scope and to appoint auxiliary members to 


’ aid commission members in populous areas. 


Another project under consideration at the meeting 
was the evaluation of the recertification program with 
recommendation of changes in the By-Laws. 

Commission members also examined and endorsed 
present membership classifications. 


Former Winners Now in Practice Attest 
To Mead Johnson Award Program's Merits 


Tue Fruits of the Mead Johnson Awards for Graduate 
Training are being gleaned now with many of the pro- 
gram’s former winners reporting upon their success in 
general practice and how their residencies in general 
practice have helped them. 

The headquarters office has received word from the 
following Mead Johnson winners of earlier years who 
are now settled in practice following completion of 
their one-year residencies in general practice: 

John D. Erickson, M.D. (1952 winner) reports that 
he took a one-year rotating general practice residency 
plus eight more months of additional surgical resi- 
dency. He has been in practice two years and is located 
at Enumclaw, Washington. He is seeing 35 to 40 pa- 
tients a day and doing all his own surgery except for 
senior major and some specialty work. 

Thomas V. Brennan, Lt. M.C., USNR (1952 winner) 
was engaged in general practice in Maine until October, 
1954. He then accepted a commission with the U.S. 
Navy in order to fulfill the two-year requirement of the 
Doctor Draft Bill. He has been stationed in Saipan, 
Mariana Islands, for most of his tour of duty. During 
his indoctrination period he was assigned to the obstetric 
and gynecology staff for five weeks at the Chelsea 
Naval Hospital. His work in Saipan is of a general 
practice nature, caring for naval personnel and their 
dependents and the general population of approximate- 
ly 5,000 persons. After October when his tour of duty 
is completed he plans to return to his practice in 
Presque Isle, Me. 
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It’s probably that he has a frog in 
his pocket... but his mother also 
has a secret...she’s going to have 
a baby. 


This intelligent modern mother has placed herself in the care 
of the physician in whom she has implicit faith. Now, the Doc- 
tor may, and probably does, prescribe a number of different 
prenatal supplements to his patients for various but valid 
reasons. 


It is quite possible, indeed probable, that the physician may 
consider the use of a phosphorus-free, aluminum hydroxide 
containing product. Especially if it also provides organic iron, 
Vitamin B12 with intrinsic factor, plus the important vitamins 
in the new levels suggested for pregnant or lactating women. 
There are only a very few such quality formulas available for 
his choice. 


One such formula with perhaps the easiest product 
name to remember on the national scene is Calcinatal ® 
(pronounced Calci’ natal) by Nion. 


Patient acceptance of these easy-to-swallow tablets (not cap- 
sules) is quite understandable. Incidentally, one of your ob- 
stetrical problems, “control of Cramps” will be religated to one 
of very minor incidence by use of the product. For more com- 
plete information, samples and brochure write to 


NION CORPORATION 
LOS ANGELES 38, CALIFORNIA 


2 We feel copy writers usually mention luct names too often . we mention ours but once. 
It is so easy to remember and hard to forget. Say it once — try to jorget tt it. 
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Lewis E. Adkins, M.D. (1953 winner) located at 
Charleston, Ill. has been engaged in general practice 
since July, 1954. Says Dr. Adkins, “I enjoy it very 
much and feel the year spent as a general practitioner 
resident has been very worthwhile.” 

Charles A. Hammond, M.D. (1953 winner) has been 
in private general practice in Marysville, Wash. since 
August, 1954 after completing a year of residency at 
the Sacramento County Hospital. 

M. C. Newton, Jr., M.D. (1953 winner) reports he is 
engaged in general practice with his father, Dr. M. C. 
Newton, Sr., in Narrows, Va. 

Robert N. Humphrey, M.D. (1954 winner) is engaged 
in private practice as a general practitioner in Fort 
Collins, Colo. He has gone into practice with his father, 
Dr. Fred A. Humphrey, a well-known Academy mem- 
ber. Dr. Robert Humphrey took his residency at the 
University of Colorado and is greatly pleased with the 
residency program. He also commends the Academy’s 
Committee on Mead Johnson Awards for Graduate 
Training on its work. 

Victor Moore, M.D. (1954 winner) completed his 
year of general practice residency at the University of 
Oklahoma Hospitals in June, 1955. After a brief time 
in Woodsboro, Tex., he is now in private practice in 
Premont, Tex. 

A. Thomas McCoy, M.D. (1954 winner) is now in 
general practice, associated with two other physicians 
in Bluefield, W. Va., a town of approximately 25,000 
population. His practice includes a minimum amount 
of office surgery. He feels that the additional year of 
training received under the Academy’s Mead Johnson 
Scholarship was a very valuable one and most essential. 

Arthur J. Stevenson, M.D. (1954 winner) is engaged 
in general practice at New Philadelphia, Ohio. He is in 
partnership with another physician. His practice con- 
sists of pediatrics, medicine, minor surgery, obstetrics 
and gynecology and anesthesia. 

Candidates for the 1957 awards may begin sending 
in applications now—the deadline for applications is 
February 1. Applicants may be interns, a first-year resi- 
dent, or a physician in military service who will finish 
his service duty in time to start a residency in 1957, 
provided he has never been in private practice. 

Each applicant must have three recommendations: 
one from the dean of his medical school; one from the 
chairman of the Intern Committee where he is taking 
or has taken his internship, and one from an Academy 
member. 

All Academy members are urged to look about for 
good candidates for the Mead Johnson awards and to 
let them know about the program. 

The ten 1956 winners began their residencies July 
1 with the aid of the Mead Johnson Awards. 
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County Medical Society Establishes 
Blood Bank Project in Davenport, lowa 


A FEW CITIES in the nation have established a variation 
of the “walking blood bank.” One of the latest to be 
reported is at Davenport, lowa under the auspices of 
the Scott County (Iowa) Medical Society. 

There are some insurance features to the project. 
At the time of enrollment, the heads of families promise 
to provide a pint of their blood whenever there may 
be a need for it, and in return, they are assured that 
both they and their dependents will receive blood if 
and when they require it. 

They will be charged $10 for processing, but will 
not pay $25 “responsibility” fee. When a sufficient 
number of heads of families have been enrolled (approxi- 
mately 5,000) individual members will be virtually cer- 
tain of being called upon to give blood no more fre- 
quently than once in two years. 

If a previous illness has made the enrollee’s blood 
unacceptable, he is not refused membership, but is 
urged to have another member of his family promise to 
give blood in his place. 

The Journal of the Iowa State Medical Society reports 
that some of the labor unions and several of the major 
industrial firms in Scott County are assisting in the 
enrollment campaign. 


Three New York Academy Members Appear 
On Medical Society Radio Broadcast 


THREE New York State chapter members appeared on 
a radio broadcast over Station WABC under the auspices 
of the Medical Society of the State of New York during 
its recent annual meeting in New York City. 

The program entitled, ““The Family Doctor,” had 
as moderator Dr. John J. Flynn, Brooklyn, who is vice 
speaker of the chapter’s congress of delegates, past 
president of the Brooklyn chapter and president-elect 
of the Kings County Medical Society. 

Other speakers were Dr. Morton Spielman, New 
York City, past secretary of the New York chapter, and 
Dr. Milton B. Spiegel, Brooklyn, president of the 
Brooklyn chapter. 

The program theme was one set last year by Dr. 
Sam Garlan, New York City, in a broadcast of his: 
**The General Practitioner—Quarterback on the Medi- 
cal Team.” 

Dr. Spielman spoke on the training and background 
of the family doctor and Dr. Spiegel, the other partici- 
pant, spoke and answered questions on the quality and 
scope of general practice and how to choose a family 
physician. 
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‘Now you can n add her stylish faney to 


-your prescription facts. 


_ Soft plastic et 

3 oz. tube of Lanteen jelly. 
New Easy-clean jelly applicator. 
i Lanteen flat spring diaphragm of prescribed size. 
| Uni niversal inserter. 


The new the heat of milady’ $ taste—it’s both stylish and 
discreet. Your patient will appreciate your prescription for the Lanteen Exquiset. 
You will have prescribed an effective contraceptive technique, and also taken account 
of her feminine fancy. Another design by Lanteen for better pene conpereen. 


Physician’s prescription package. 


Lanteen jelly contains ricinoleic acid 0.50%, hexylresorcinol 0.10%, chlorothymol 0.0077%, sodium benzoate and glycerin 
in a tragacanth base. Lanteen jelly and flat-spring diaphragm sets are distributed by George A. Breon & Company, 
1450 Broadway, New York 18, N. Y. (In Canada: E. & A. Martin Research Ltd., 20 Ripley Ave., Toronto, Canada.) 
Manufactured by Esta Medical Laboratories, Inc., Chicago 38, Ill. *Trademark of George A. Breon & Company. 
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Medical News in Small Doses: 


Acapemy Vice President William Sproul, Des Moines, 
Ia., has added another vice presidency to his list of 
titles. At Iowa State Medical Society’s recent annual 
meeting, he was elected its vice president. A fellow 
IAGP member, Dr. Fred Sternagel, also of Des Moines, 
was named president-elect of the group. Dr. Sternagel 
will be installed as Iowa State Medical president next 
year. . . . Indiana Chapter President Norman R. 
Booher, his wife, Dr. Olga Bonke Booher, and daughter, 
Alice, have just returned from a seven-week tour of 
Europe. They attended the Eighth International Con- 
gress of Pediatrics in Copenhagen and Dr. Norman 
Booher represented the governor of Indiana as president 
of the State Welfare Board at the eighth international 
conference on social work in Munich. In addition to a 
tour of the continent, both doctors participated in sev- 
eral other medical meetings in leading medical centers 
in Europe. . . . California Academy member, Dr. Eric 
Reynolds, Oakland, is new president of the board of 
trustees of California Physicians’ Service. He succeeded 
fellow Academy member, Dr. Francis T. Hodges, San 
Francisco, who had been president since 1953... . 
Another state medical society post has been won by an 
Academy member. Dr. Raymond L. Page, St. Charles, 
Minn., was one of two vice presidents elected by the 
Minnesota State Medical Association. Dr. Page is also 
president of the Minnesota chapter of the AAGP. . . . 
The new president-elect of the National Blue Cross- 
Blue Shield Commission is Dr. Arthur L. Offerman, 
Academy member from Omaha, Neb. There are 78 
Blue Shield Medical Service plans governed by the com- 
mission. Dr. Offerman has been president of the 
Nebraska Blue Shield since its organization in 1945. ... 
Joint Commission on Mental Illness and Health reports 
that Wesley Allinsmith, Ph.D., assistant professor at 
Harvard University’s Graduate School of Education and 
assistant director of laboratory of human development 
at Harvard, is heading the work group to study mental 
health in schools. Dr. Allinsmith will be assisted by 
George W. Goethals, Ph.D. and a staff in the Harvard 
Graduate School of Education. . .. American Urological 
Association is offering its annual awards totaling $1,000 
($500, $300 and $200) for essays on the result of some 
clinical or laboratory research in urology. Competition 
is open to urologists who have been graduated not 
more than ten years and to interns and residents doing 
research work in urology. Essays must be submitted 
to the association before December 1. . The 
American Academy of Obstetrics and Gyaseslogy 
has been renamed The American College of Obste- 
tricians and Gynecologists. 
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TRI-SYNAR 


provides optimal 
spasmolysis 


... especially in the control 
of primary dysmenorrhea and 
gastrointestinal spasm— 


Tri-Synar Plus provides a triple attack— 
musculotropic, anticholinergic and anti- 
histaminic—against smooth muscle spasm, 
plus the relaxation of mental tension and 
smooth muscle produced by the barbiturate 
components. 


Each Tri-Synar Plus tablet contains: 


Powdered Extract of Belladonna* 4.1 mg. 
Phenyltoloxamine Dihydrogen 
Citrate 

Ethaverine Hydrochloride 

Secobarbital Sodium .......... 6.075 mg. 
Pentobarbital Sodium ......... 6.075 mg. 
Butabarbital Sodium .......... 2.025 mg. 
Phenobarbital ............... 2.025 mg. 


tincture of belladonna, U.S.P. 


in bottles of 100 tablets 
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To lyp hy Chimedic 


Relaxed and pain-free movement patterns which follow Tolyphy therapy are accom- 
plished without clouding of consciousness or impairment of muscle function. 


Tolyphy, specifically formulated for relief of painful spasm of skeletal muscles, in- 
creased range of motion and restoration of muscle tone, exerts unique antispasmodic 
action by combining 

e the skeletal muscle-relaxing action of Tolyspaz* (Chimedic brand of Mephenesin) 

e the “‘muscle tonic’’ action of physostigmine 

e the corrective parasympatholytic action of atropine 


Clinical evidence continues to confirm Tolyphy’s wide range of usefulness in treatment 
of muscle spasm and neuromuscular hyperirritability in 


ARTHRITIS FIBROSITIS TORTICOLLIS 
BURSITIS mYOSITIS © TENDINITIS 
Use the convenient coupon for literature and a clinical trial supply of both Tolyphy and Tolyspaz. 
Please send: 
CO Literature and samples of Tolyphy 
C) Literature and samples of Tolyspaz 


*Tolyspaz (Chimedic brand of Mephenesin) is especially de- 
signed to correct emotional stress and anxiety tension states, 
without “clouding consciousness.””! 


1 J.A.M.A. 140:672 (June 25) 1949 


CHICAGO PHARMACAL COMPANY 
5547 N. Ravenswood Ave., Chicago 40, Illinois 
Pacific Coast Branch 
381 Eleventh St., San Francisco, Calif. 
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News from the State Chapters 


Tue Montana chapter combined its election of offi- 
cers, annual business meeting and scientific program 
with some special social events which included a trout 
fry for its sixth annual scientific meeting June 22-23 
in Livingston. 

Dr. J. S. Pennepacker of Sidney, retiring president 
of the chapter, welcomed members and guests at the 
opening day’s scientific program. Leading off the roster 
of six scientific speakers that day was Dr. H. Ryle 
Lewis, a Missoula psychiatrist. Others were Drs. 
Joseph F. Fazekas, a pharmaceutical representative 
who presented a film; Gordon Vaughn, Minneapolis; 
John A. Layne, Great Falls; Perry MacNeal, Philadel- 
phia and Manuel E. Lichtenstein, Chicago. The morn- 
ing and afternoon panel discussions were moderated 
by Drs. John Pearsonand ThomasClemons, respectively. 

Election of officers was held during the luncheon 
with Dr. William E. Harris, Livingston, former vice 
president, being named president-elect. Dr. G. E. Tro- 
baugh succeeded Dr. J. S. Pennepacker as president 
(see cut). 

Livingston’s mayor and President-elect Harrisopened 
the final day’s program. Speakers were Mr. T. O. 
Peterson, St. Paul, Minn.; Dr. Arthur Ide, Minneapo- 
lis and Drs. Lichtenstein and MacNeal. Dr. Lindsay 
Baskett moderated the third panel discussion of the 
two-day session. The meeting closed with a noon ban- 
quet (see cut). Guest speaker was Dr. J. J. Moore, 
treasurer of the American Medical Association, who 
spoke on “Responsibilities of the General Practitioner.” 

Social highlights other than the banquet included 
a cocktail hour and trout fry at Stump Island and an 
informal dance at the country club. Co-chairmen of 
the scientific assembly were Drs. W. E. Harris and J. 
A. Pearson. 
> The completed program for the seventh annual 
Texas chapter meeting September 15-19 at the Sham- 
rock-Hilton Hotel in Houston promises an outstand- 
ing meeting for doctors and guests. The opening days, 
Saturday and Sunday, are filled with business meetings 
and social events at the Doctor’s Club in the Texas 
Medical Center. The first day will include a scientific 
seminar in cooperation with the University of Texas 
Postgraduate Medical School, followed by cocktails 
and a luncheon for members. 

All state committees and the board of directors will 
meet Sunday prior to a cocktail-buffet luncheon, also 
for members. A general membership meeting will be 
held in the afternoon. Members and guests are invited 
to an evening cocktail-buffet dinner and dancing at 
the Braeburn Country Club. 
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' is chairman of this meeting. 


Treasure State Presidents —A mong the state officers at the June meet- 
ing of the Montana chapter were Dr. William E. Harris of Livingston, 
president-elect (left to right), Dr. George Trobough of Anaconda, 
president and Dr. J. S. Pennepacker of Sidney, retiring president. 
(Photo courtesy of Amos Little, M.D.) 


Montana Banquet Guests —Dr. George E. Trobough of Anaconda, new 
chapter president, looks on from far left, with guest speaker, Dr. 
Manvel E. Lichtenstein of Chicago and honored guest, Dr. Arthur ide 
of Minneapolis, as Dr. J. J. Moore, AMA treasurer, gives a banquet 
address at the close of the June 22-23 chapter meeting in Livings- 
ton. (Photo courtesy of Amos Little, M.D.) 


A roster of well-known doctors from over the nation 
are scheduled to speak during the scientific sessions 
which begin Monday, September 17. Dr. B. H. Bayer 


Social highlights of the meeting include a Monday 
luncheon, to which wives may also attend, with Dr. 
Philip Thorek speaking on ‘Food for Thought.” 

Tuesday’s luncheon will be followed by a vaudeville 
show. Cocktails and music at the pool on the terrace 
of the Shamrock will initiate the coup de theatre Tues- 
day night, which precedes dinner in the Emerald 
Room. There will be a background of singing by the 
all-girl-Choralettes. 

A drawing of valuable door prizes will close the 
meeting at noon Wednesday. A ladies program has also 
been planned. 

The Fort Worth (Texas) chapter was sponsor of a 
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NEW! RAICHE 


INCONTINENCE 
DRAIN* 


External Balloon Funnel 
External Balloon 

Bladder Balloon Funnel 
Bladder or Internal Balloon 
Hard Rubber Outlet Connector 
Hard Rubber Cap 


for female incontinence 


tion of urine. Particularly adaptable 
for use by the non-ambulatory pa- 
tient — especially helpful to spastics, 
paraplegics and hemiplegiacs. 


The Raiche Drain is indwelling — with 
inflating balloons to assure internal 
and external seal of the female urethra 
—at the same time provide for excre- 


How the Raiche Drain functions 

e Drain is inserted through the urethra until the ex- 
ternal (B) balloon is in contact with the external 
meatus. See diagram. 

e Bladder balloon (D) inflates with approximately 20 
c.c. of air or water. Catheter plug, to close off funnel, 
(C) is included. 

e Bladder balloon is “seated” over internal urethral 
orifice by traction applied on the drain. 

e External balloon is inflated with enough air to insure 
a seal over the external meatus. Funnel is sealed with 
plug or tied off. (A) 

e Can be used for intermittent drainage or assembled 
to urinal reservoir for constant drainage. 


*This is a professional 
appliance, and should be 
used only under the di- 
rection and instruction 
of a physician. 

No. 9235 — Raiche 
Incontinence Drain, 
size, 20 French — 
Available from 
your surgical sup- 
ply dealer. Complete 
instructions packed 
with each Drain. 


PROVIDENCE 2, R. 1. 
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one-day seminar on psychiatry May 30. Speakers, from 
Southwestern Medical School in Dallas, were Drs. 
James K. Peden, James McCranie and Stephen Weisz. 
Drs. Ray Brasher and W. G. Knox of Fort Worth were 
in charge of the seminar. 

p Wisconsin chapter members will meet September 
16-18 at the Milwaukee Auditorium for their eighth 
annual scientific meeting. Dr. E. T. Harrington of 
Milwaukee is scientific meeting chairman. 

Two of the six scientific speakers are Wisconsinites. 
Dr. John Z. Bowers is the new dean of the University 
of Wisconsin Medical School and Dr. Francis F. Rosen- 
baum is from Milwaukee. Other speakers are Drs. H. 
William Clatworthy, Jr., chief Surgical Service at the 
Columbus, Ohio, Children’s Hospital; Dr. L. O. Un- 
derdahl of the Mayo Clinic; Edmund A. Smolik of St. 
Louis and J. A. Myers of Minneapolis. Forty-six tech- 
nical exhibitors have been registered. 

The third annual symposium, this one emphasizing 
office procedures, was held June 28 by the Wisconsin 
chapter in Green Bay. All physicians in surrounding 
state areas were invited. 

One of the highlights of the day was a luncheon 
address by Dr. Malcom Phelps, El Reno, Okla., presi- 
dent-elect of the Academy. He was introduced by Dr. 
Thomas Burdon, president of the Northeastern (Wis- 
consin) chapter. 

Participants in the day-long scientific program were 
Drs. Edward A. Bachhuber and Otto Mortenseon from 
Marquette University, Drs. Howard J. Tatum, Louisi- 
ana State University; John Adriani, New Orleans; 
David M. Bosworth, New York Polyclinic Medical 
School; James B. Brown and Minot P. Fryer, Wash- 
ton University, St. Louis; M. Edward Davis, University 
of Chicago and Raymond H. Rigdon, University of 
Texas, Galveston. 

The ladies began their day with a coffee in the Gov- 
ernor’s Suite of the Northland Hotel. Television per- 
sonality, Maggie Daly, demonstrated the “Do’s and 
Don’t’s” of fashion in her talk, ‘Out of My Hat Box” 
at the ladies’ luncheon. The meeting closed with a 
cocktail reception for doctors and their wives. 

A General Practice Day which was sponsored by the 
Wisconsin chapter opened the three-day annual meet- 
ing of the state medical society in Milwaukee May 1-3. 

Dr. Robert F. Purtell of Milwaukee, president-elect 
of the Wisconsin chapter was a guest speaker at a 
recent meeting of the Rock County (Wisconsin) chap- 
ter in Janesville. State Chapter Executive Secretary 
Robert Dufour also spoke. 

The Tri-Counties (Wisconsin) chapter composed of 
Waukesha, Jefferson and Dodge county physicians, 
was sponsor of a June 20 Summer Seminar at the 
Merrill Hills Country Club in Waukesha. 
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As in past years, the Milwaukee (Wisconsin) chap- 
ter again conducted its pre-meeting golf tournament. 
The July 18 meeting included golfing, cocktails, din- 
ner and an awarding of trophies. 

> The Ohio chapter will meet September 19-20 at 
the Franklin County Veterans Memorial in Columbus 
for its sixth annual scientific meeting. 

Registration begins at 8:00 a.m. September 19 fol- 
lowed by the initial scientific talk to be given by Dr. 
Jay Jacoby of Columbus. Other opening day speakers 
will be Dr. Willard E. Hauser, Cleveland; Dr. Thad- 
deus D. Labecki, Jackson, Miss.; Dr. Bert Seligman, 
Toledo; Dr. Thomas G. Skillman, Cincinnati; Dr. H. 
R. Oberhill and Dr. Frederick H. Falls, Chicago; Dr. 
Joseph E. Levinson, Cincinnati; Dr. Hugh Luckey, 
New York City and Academy President John S. DeTar 
of Milan, Mich. 

Second-day speakers will include Drs. William J. 
Engel, Cleveland; Herman J. Bearzy, Dayton; L. V. 
Dill, Washington, D. C.; J. H. Kite, Atlanta; Vernon 
P. Williams, Boston; Seymour Hershman, Chicago; 
Charles A. Doan, Columbus and C. W. Mayo, Roches- 
ter, Minn. 

Social events will feature an informal buffet luncheon 
each day and an evening banquet with Major Norman 
Imrie of Columbus, an educator-editor-entertainer, 
giving an address on “The Way to Win.” 
> Virginia and West Virginia chapters combined to 
sponsor a symposium on clinical medicine July 15 at 
The Greenbrier in White Sulphur Springs, W. Va. 

Dr. Frank E. Tappan, president of the Virginia 
chapter, moderated the morning session. Speakers 
were Drs. Robert A. Schneider, School of Medicine of 
University of Oklahoma, Oklahoma City; Emil G. 
Holmstrom, College of Medicine of University of Utah, 
Salt Lake City and Joseph Hughes, Woman’s Medical 
College of Pennsylvania, Philadelphia. The morning 
session was closed with a question and panel discussion. 

Doctors and wives were guests at the luncheon for 
which Dr. Edward Haddock was chairman. He is 
chairman of the editorial committee of the Virginia 
General Practice News. Guest speaker was Dr. D. Wil- 
son McKinlay, member of the Academy Board of Direc- 
tors and chairman of the Commission on Education. 

Afternoon speakers, led by Moderator Logan Hovis, 
president of the West Virginia chapter, were: Drs. 
Harry E. Bacon, Temple University School of Medi- 
cine, Philadelphia; George Jackson, University of IIl- 
inois College of Medicine, Chicago and Gaétan Jasmin, 
University of Montreal, Montreal, Canada. 

A question and panel discussion closed the scientific 
sessions. 

Ladies’ entertainment included a morning coffee, a 
tour of “Greenbrier” lobbies and a luncheon. Mrs. 
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a penetrant emulsion 
for chronic 


constipation 


COLLOIDAL EMULSION OF MINERAL OIL AND IRISH MOSS 


permeates the hard, stubborn stool of chronic 
constipation with millions of microscopic 
oil droplets, each encased in a film of Irish moss... 


makes it more movable 


KONDREMUL (iain) —Pleasant-tasting and 
non-habit-forming. Contains 55% mineral oil. 
Supplied in bottles of 1 pt. 


KONDREMUL w with Cascara)—0.66 Gm. nonbitter 
Ext. Cascara per tablespoon. Bottles of 14 fl.oz. 


KONDREMUL with Phenoiphthalein)—0.13 Gm. 
phenolphthalein (2.2 gr.) per tablespoon. Bottles of 1 pt. 


When taken as directed before retiring, KONDREMUL 
does not interfere with absorption of essential nutrients. 


THE E. L. PATCH CO. — sTONEHAM, MASSACHUSETTS 
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Elizabeth Frost Reed, former professor of English at 
West Virginia University, spoke on ‘The Theatre” at 
the luncheon. 

A cocktail reception for the doctors and their wives 
concluded the one-day meeting. 

Dr. Meyer I. Krischer was installed as president at 
the annual meeting of the Tidewater (Virginia) chap- 
ter June 5. Other new officers are Dr. Howard I. Kru- 
ger, president-elect, Dr. George H. M. Rector, vice 
president, Dr. H. B. Taylor, Jr., secretary and Dr. H. 
Curtiss Merrick, treasurer. 
> The North Carolina chapter will hold its annual 
scientific meeting October 7-9. Headquarters will be 
the Sir Walter Hotel in Raleigh. 
> The tenth annual scientific meeting of the Louis- 
iana chapter, scheduled for October 9-11 at the Jung 
Hotel in New Orleans, features six well-known scien- 
tific speakers on its scientific program. They are Dr. 
Philip Thorek, associate professor of surgery, Uni- 
versity of Illinois College of Medicine; Dr. Robert 
Ross, associate professor of obstetrics-gynecology at 
Duke University, professor and head of the depart- 
ment of obstetrics and gynecology, University of North 
Carolina; Dr. William B. Paul, professor of medicine 
and rehabilitation and medical director of poliomye- 
litis, University of lowa; Dr. Richard Kern, professor 
of medicine, Temple University, Philadelphia; Dr. 
Lawrence O’Neil, surgeon in chief, independent unit, 
Charity Hospital, New Orleans and Dr. T. A. Watters, 
clinical professor of psychiatry, Louisiana State Medi- 
cal School. Dr. Malcom Phelps of El Reno, Okla., 
Academy president-elect, has been invited to speak at 
the annual installation banquet. 

Social events will open with a typical New Orleans 
patio cocktail party. A Mardi Gras theme will prevail 
throughout the ladies’ entertainment. 
> New York State chapter’s eighth annual scientific 
meeting has been slated for October 21-24 in Buffalo, 
reports Dr. Max Cheplove, chairman of the convention 
committee. Headquarters will be Hotel Statler. 

Chairman of various committees are: banquet, Dr. 
John E. Cryst; reservations, Dr. Herbert E. Joyce; 
entertainment, Dr. Edward H. Morgat; finance, Dr. 
L. Lloyd Burrell; house arrangements, Dr. George L. 
Eckhert ; reception, Dr. Albin V. Kwak; publicity, Dr. 
Robert W. Lipsett; technical exhibits, Dr. Raymond 
S. McKeeby and scientific exhibits, Dr. Cheplove. 

Exhibits include approximately 60 in the commer- 
cial field and at least 14 scientific exhibits. 

Plans are under way for the annual fall postgraduate 
seminar of the New York chapter. It is titled “Newer 
Developments in Diagnosis and Therapy” and is 
slated for October through December of this year. Fur- 
ther information may be obtained from Dr. J. Pincus, 
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Registrar, 147 West 55th Street, New York 19, N. Y. 

Dr. Herbert R. Woodel of Glendale was named pres- 
ident of the Queens County (New York) chapter at a 
June meeting, succeeding Dr. William E. F. Werner 
of Rockaway Beach. Other new officers are: Dr. Dom- 
inick C. Oddo of Flushing, former treasurer, now pres- 
ident-elect; Dr. Archibald O. Wood of Far Rockaway, 
treasurer and Dr. Michael M. Schultz of Hollis, re- 
elected secretary. 

The Hon. Seymour Halperin, former state senator 
from Queens, as guest speaker, gave a talk on “The 
History and Origin of Autographs,” using his collec- 
tion of letters from famous people. 

New officers who were elected at the recent annual 
meeting of the Erie County (New York) chapter are 
Dr. George L. Eckhert, president; Dr. Leon I. Nowa- 
kowski, vice president, Dr. L. Lloyd Burrell, treasurer 
and Dr. Herbert E. Joyce, secretary. 
> October 17-18 has been slated for the eighth annual 
meeting of the Georgia chapter. Headquarters will be 
the General Oglethorpe Hotel in Savannah. Academy 
President J. S. DeTar of Milan, Mich. will be a special 
guest. 

A tentative guest speaker list and subjects includes: 
Dr. Edgar Boling of Atlanta, proctology; Dr. Eugene 
F. McCall of Jacksonville, Fla., sterility; Dr. George 
Crile of Cleveland, surgery; Dr. Harry B. O’Rear of 
Augusta, pediatrics; Dr. John L. Emmett of Rochester, 
Minn., urology; Dr. Digby Leigh of Los Angeles, 
anesthesia; Dr. Hugh Hussey of Washington, D. C., 
cardiology; Dr. William McCord of Charleston, S. C., 
fluid balance; Dr. Claude-Lise Richer of Montreal, 
Quebec, stress; Dr. Frank Kaltreider of Baltimore, 
obstetrics-gynecology and Dr. William A. Lange of 
Detroit, traumatic laceration repair. 

A panel discussion will cover “Athletic Injury.” 
> A fall meeting of the Arkansas chapter is scheduled 
for October 17-18 at the Albert Pike Hotel in Little 
Rock. Subjects to be covered are pediatrics, OB-Gyn, 
medicine and surgery. 
> Among the 14 lecturers selected for Minnesota 
chapter’s sixth annual fall refresher October 17 is 
luncheon speaker, Dr. Claude J. Beck of Cleveland. 
Two others are Drs. Michael J. Wohl of Philadelphia 
and James L. Dennis of Oakland, Calif. The all-day 
meeting will be held at the Prom Ballroom in St. Paul. 
A registration fee of $10, including luncheon, should 
be sent to the chapter executive secretary, Dr. James 
A. Blake, 15 Ninth Avenue South, Hopkins. 
> Florida chapter president, Dr. Leo Wachtel, will 
welcome guests in an opening address at the chapter’s 
fall scientific meeting October 20—21 at the Roosevelt 
Hotel in Jacksonville. 

Six doctors have accepted speaking invitations for 
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(Not a Coumarin Drug) 


“ ....... it is our feeling that, at present, this [phenin- 


H ED U LI N permits dependable 


DOSAGE 4 to 10 tablets (200 to 500 
mg.) initially, half in the morn- 
ing, and half at night; mainte- 
nance dosage (on basis of 
prothrombin determination daily 
for first 3 days), 50 to 100 mg. 
daily, divided as above. 


AVAILABLE on prescription through 
all pharmacies in original bot- 
tles of 100 and 1,000 scored 
tablets (50 mg. each). 
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HEDULIN 


dione] is the oral anticoagulant of choice.” 
Breneman, G. M., and Priest, E. McC.: Am. Heart J. 50:129-35, 1955. 


phenindione seems to be a more satisfactory 
anticoagulant at this time.” 
Wood, J. E., Jr.; Beckwith, J. R., and Camp, J. L.: J.A.M.A. 159:685, 1955. 


prothrombin control with little 
risk of dangerous fluctuation 


HEDULIN is not cumulative in effect — provides greater uni- 
formity of action and ease of maintenance. 


HEDULIN is rapidly excreted — therapeutic effect dissipated 
within 24-48 hours, if withdrawal becomes necessary. 


HEDULIN acts promptly— producing therapeutic prothrom- 
bin levels in 18-24 hours. 


HEDULIN requires fewer prothrombin determinations—only 
one every 7-14 days after maintenance dose is established. 


HEDULIN’s anticoagulant action is rapidly reversed by 
vitamin K, emulsion. 


Also available in 20 mg. tablets for prophylaxis. 


WRITE FOR LITERATURE AND TRIAL SUPPLIES 


LABORATORIES, INC. 


MOUNT VERNON, NEW YORK, U.S.A. 
S$ & H—7043—SS1201 
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the opening day ; Dr. Howard M. Dubose of the Florida 
Trudeau Society; Dr. H. Keith Fischer of the depart- 
ment of psychiatry, Temple University, Philadelphia; 
Dr. A. Lee Lichtman of the New York Polyclinic Medi- 
cal School; Dr. E. Richard Harrell of the department 
of dermatology, University of Michigan and Dr. Alton 
Oschner of the Oschner Clinic, New Orleans. A post- 
luncheon round table discussion, “Emotional Prob- 
lems in General Practice,” will be moderated by Dr. 
fischer. Participants will be the morning speakers. 

Dr. Oschner will be the banquet speaker. 

Scientific speakers the final day are: Trooper D. R. 
Hansen of the Florida Highway Patrol; Dr. Preston 
Wade of New York City; Lt. Frederick L. McGuire, 
head of the psychology department of the U. S. Naval 
Hospital, Philadelphia and Mr. Fletcher N. Platt of the 
Ford Motor Company, Dearborn, Mich. 

The meeting will close with a luncheon and panel 
discussion on automobile safety. 
>The annual one-day scientific meeting of the 
Nebraska chapter will be held September 20 at Grand 
Island. 
> Some 1,000 doctors attended the May 23 symposium 
on general medicine and surgery sponsored jointly by 
the Los Angeles (California) chapter and the general 
practice section of the Los Angeles County Medical 
Association. 

Discussions ranged from office management of neu- 
rotics to diagnosis and treatment of traffic injuries. 

A joint meeting of the San Diego (California) 
chapter and the medical staff of the new Grossmont 
Hospital was held Monday, May 14. A discussion on 
proctology for the general practitioner, with the aid 
of a sound film on sigmoidoscopic, was led by Dr. 
Malcolm R. Hill, head of the department of proctology 
of the College of Medical Evangelists. 

September 25 has been scheduled for the third in a 
series of Santa Cruz (California) chapter lectures. John 
Toechini, a D.D.S. and dean of the School of Dentistry 
at the College of Physicians and Surgeons in San 
Francisco, will talk on present aspects of dentistry in 
general practice. The first meeting of the series had as 
guest speaker, Dr. P. Richards Lyon, clinical instruc- 
tor of urology and electrolyte balance at the University 
of California School of Medicine. 

The second meeting, on May 29, had as guest 
speaker, Dr. Morris E. Dailey, internist from San Jose. 
> Members of the Northern Mlinois chapter recently 
made a three-day visit to the Eli Lilly and Company 
plants in Indianapolis, Ind. Included in their itinerary 
were tours of the two plants including the pharma- 
ceutical production departments, the marketing and 
production services division and the research labora- 
tories. A news report was given on polio vaccine. 
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Wlinoisans Tour Lilly Plants—Among those of the Upper Illinois 
chapter who recently made a guided tour through the Lilly pharma- 
ceutical plants in Indianapolis were Dr. James Mijanovich and his 
wife, Dr. Alice Mijanovich of Marengo (front row, left to right) ; Dr. 
and Mrs. L. B. Hussey, Savanna; Dr. and Mrs. T. J. Caldarola, Frank- 
lin Grove; Dr. Clara Hanstrom, Rockford and Mrs. H. G. Woodley 
and Mr. Woodley, Lilly representative in Rockford, who accompanied 
the group to Indianapolis. In the second row, left to right are Dr. and 
Mrs. P. Bergstrom, Kirkland; Dr. and Mrs. J. L. Palumbo, Ashton; 
Miss Nellie E. Hanstrom, Rockford and Mrs. Robert Dearborn and Dr. 
Dearborn, Byron. 


A reception and dinner closed each day’s program. 

Attending were: Dr. James Mijanovich and his wife, 
Dr. Alice Mijanovich of Marengo; Dr. and Mrs. L. B. 
Hussey of Savanna; Dr. and Mrs. T. J. Caldarola of 
Franklin Grove; Dr. Clara Hanstrom and Miss Nellie 
E. Hanstrom, both of Rockford, Dr. and Mrs. P. Berg- 
strom of Kirkland; Dr. and Mrs. J. L. Palumbo of Ash- 
ton and Dr. and Mrs. Robert Dearborn of Byron (see 
cut). 

The 46th regional (North Egyptian) chapter of the 
Illinois chapter was chartered at a May 22 meeting 
held in the Mount Vernon State TB Hospital in Mount 
Vernon. It is centered in and about Centralia, in the 
south central portion of the state. The need for a re- 
gional chapter in that area was great, as the nearest 
one was 50 miles from these members. 

Dr. Leonard F. Roblee of Lockport, chairman of the 
state chapter board of directors and chairman of its 
commission on membership and organization, pre- 
sented the charter on behalf of the state chapter. 
Fifteen physicians were present at the charter meeting, 
five of them becoming members at that time. 

Dr. S. S. Rosenblum of Centralia acted as tempo- 


‘rary chairman, then was elected the regional’s first 


president. Other officers, all of whom will serve until 
January, are: Dr. Mary K. Markle, secretary-treasurer 
and Dr. Harry Thompson, president-elect. Dr. Leon- 
ard Roblee, installing officer, discussed Academy ob- 
iectives and policies. 
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TODAY’S COLLEGE GRADUATES HAV 


bal COLLEGE GRADUATES, traditionally the low-birthrate group, are having big 
families today. Planning them bigger. A survey just completed among 29,494 
graduates of 178 colleges shows that men of the class of ’45 have families averag- 
ing 70% larger than those of the class of ’36 in the ten years after graduation. 
It also shows that older graduates (class of ’30) have “started to catch up on 
‘postponed’ births” during the past ten years.’ 


Want big families, but spaced families—When these wives come to you for 
contraceptive advice so that they can space their large families, they want to 
make sure that the method you recommend really does a job of protecting them. 


Greatest protection for women of high parity—You can give this assurance when 
you recommend the diaphragm-jelly technique, the preferred method for women 
of high parity. ‘These patients may not be as well protected by use of jelly alone, 
a method that seems better suited to low-parity women. In urban population 
groups using the diaphragm-jelly method, unplanned pregnancy occurred only 
“once in ten to 15 years.”? 


Security plus comfort —When you prescribe RAMSES® Diaphragm and Jelly, 
you assure comfort as well as peace of mind for the patient. The RAMSES 
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